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A new drug 
that works in a hew way 
to control blood pressure 
without serious side effects 


Capla acts centrally 
at the brainstem vasomotor center 


Capla reduces blood pressure by act- 
ing predominantly at the brainstem 
vasomotor center; is not a ganglionic 
blocker. It produces no depression, 
no postural hypotension, no nasal 
congestion, no gastric hyperacidity. 
Transient drowsiness sometimes oc- 
curs, usually at higher dosage, 


New therapy 
Alone, Capla is highly effective for 
mild to moderate hypertension. In 
more severe cases, it can be com- 
bined with diuretics or peripherally 
acting antihypertensives. 


Proved effective in clinical use 


Capla reduces both systolic and di- 
astolic pressure usually in propor- 
tion to pre-therapy levels. Patients 
on Capla often report a mild calm- 
ing effect. Capla has proved excep- 
tionally well tolerated in clinical use 
and has no known contraindications. 


RECOMMENDED DOSAGE: one tablet 3 or 
4 times daily, before meals and at bed- 
time. Dosage should be adjusted to in- 
dividual requirements. 

COMPOSITION: each white, scored tablet, 
contains 300 mg. of Capla (mebuta- 
mate, Wallace). 

SUPPLIED: bottles of 100 tablets, 


Literature and samples to physicians on request. 


CAPLA 


Central Acting Pressure Lowering Agent 


WA Wallace Laboratories, Cranbury, New Jersey 
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The Hepatic Circulation 


and the Pathogenesis of Portal Hypertension 


The increased interest in diseases of the liver 
and their sequelae is justified in this “ever shrink- 
ing world.” Geopathologists indicate that, on a 
worldwide basis, the liver is more frequently in- 
volved in carcinoma than any other organ? and, 
in certain parts of Africa, cirrhosis has been re- 
ported in four out of five autopsies.2 In this 
country cirrhosis of the liver has become one of 
the 10 leading causes of death with only heart 
disease, cancer, and cerebral hemorrhage in the 
age group between 45 and 64 outranking it. 


In approximately 60 per cent of patients with 
histologically proved cirrhosis esophageal varices 
develop.* Serious hemorrhage secondary to esopha- 
geal varices occurs in 25 to 30 per cent of cir- 
rhotic patients. > Recently it has been estimated 
that one patient out of three who enters the hos- 
pital with massive upper intestinal hemorrhage is 
bleeding from varices (from all causes) .® 


Esophageal varices, for all practical purposes, 
are secondary to alterations in pressure within 
the portal venous system, that is, portal hyper- 
tension. While it is true and properly taught that 
portal hypertension is related to cirrhosis of the 
liver, until proved otherwise, the etiological as- 
pects of portal hypertension unrelated or indirect- 
ly related to cirrhosis deserve greater attention. 
This broader concept of portal hypertension, how- 
ever, cannot adequately be discussed without first 
presenting some of the exciting newer develop- 
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ments in the study of the liver cell and the he- 
patic vascular anatomy. 


As determined by studies with the electron 
microscope and histochemistry, the surface of the 
hepatic cell has several degrees of activity; it is 
triphasic.7 That portion of the cell membrane 
which is adjacent to other liver cells is the least 
active. The second surface is somewhat more 
active and its specialization is indicated by the 
presence of microvilli. This actually is the bile 
canaliculus. The third surface, and the most ac- 
tive, is also composed of microvilli. This is the 
portion of the cell membrane which is adjacent 
to the sinusoids. A layer of Kupffer cells is found 
between the actual microvilli and the sinusoidal 
lining. The microvilli have been demonstrated by 
utilizing the electron microscope. The activity of 
the cell membrane has been demonstrated in his- 
tochemical studies in which enzyme systems are 
precipitated out by various means.* The amount 
of precipitate is an indication of the activity of 
the enzyme. Davis, Morse, Larsen and Wynn® 
recognized the potential clinical use of intracel- 
lular hepatic enzyme systems several years ago. 


To Elias! must go the credit for the recent 
interest in the histology of the liver. Ultramicro- 
scopic techniques have served to enhance the sig- 
nificance of his meticulous work. This is the key 
to the understanding of microscopic liver anato- 
my. We will concern ourselves with the vascular 
aspects only. 
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From the Portal Vein to the Sinusoid 


The portal vein enters the liver at the porta 
hepatis and helps form the portal tract. The liver 
lobule is entered by means of “inlet veins” which 
pierce the “limiting plate’”—the outer rim of cells 
of the lobule. The inlet veins are supplied with 
a sphincter-like mechanism and the sinusoids 
themselves are contractile so that blood passing 
from the inlet vein to the sinusoid takes a circui- 
tous course. As indicated previously, there are 
also outlet sphincters at the junction of the sinu- 
soids and central veins. In the normal liver there 
is no communication between the portal vein and 
the central vein except through the sinusoids. 


From the Sinusoid to the Hepatic Vein 


Individual sinusoids enter—each by itself— 
into the central vein. There is no direct drainage 
from the sinusoid into the larger radicals of the 
hepatic vein as in the rabbit, the rat, and the dog. 
Thus there is a bottleneck of drainage in man 
which is aggravated by the existence of potential 
constriction around the mouths of the central 
veins. In many species there are sphincters along 
the entire course of the hepatic vein. They are 
prominent in the dog. They have no apparent 
function—except to cause hypotension. Dogs, 
therefore, are basically not suitable animals for 
blood pressure experiments since anesthesia af- 
fects these sphincters. 

From the central vein in man venous blood 
enters the sublobular vein and thence is carried 
to the larger hepatic veins and ultimately to the 
supradiaphragmatic inferior vena cava. 


The Hepatic Artery 


The extrahepatic treachery of the hepatic 
artery is well known to surgeons. One investi- 
gator reports as many as 43 per cent of all speci- 
mens having more than one hepatic artery.) It 
enters the liver at the porta hepatis and supplies 
the structures of the portal canals through a 
capillary network.12 There is more than usual 
controversy regarding its terminal portion. Ap- 
parently it enters the portal vein at the level of 
the inlet vein although it may also pierce the 
limiting plate and directly anastomose with the 
sinusoid. At the terminal portion of the hepatic 
artery there is a sphincter-like mechanism. A 
nerve plexus has been demonstrated at this point. 

There are no arterial anastomoses between ter- 
ritories supplied by branches of the hepatic ar- 
tery. They are, in effect, end arteries. Ligation of 
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any artery, however small, which enters the liver 
will result in an anemic infarct. Antibiotics, in 
man, will not prevent this anemic infarct from 
developing. Only ligation in the vicinity of the 
celiac axis, in the area of extrahepatic collateral 
circulation, will have no ill effects. 


Broadly defined, portal hypertension is an 
alteration in the resistance to blood flow within 
the portal system. It is not only the result of 
various obstructive phenomena at various levels 
but also basic changes within the circulation it- 
self. Table 1 is a summary of these changes as 
well as a classification of the etiological factors 
involved in the production of portal hypertension. 
It seemed most logical to divide these factors into 
three categories: suprahepatic, hepatic, and in- 
frahepatic.13 Factors which are suprahepatic in 
location are those conditions which cause altera- 
tion in resistance within the portal system which 
are located above or cephalad to the liver. 

The causes of suprahepatic hypertension are 
thromboses—acute or chronic—of the inferior 
vena cava above the level of the liver, that is, 
above the diaphragm. Of the cardiac causes tricus- 
pid incompetence and constrictive pericarditis 
are the most important. Congestive heart failure, 
per se, rarely will exist for a long enough period 
to cause irreversible intractable portal hyperten- 
sion. 

The intrahepatic or hepatic etiological factors 
in alteration of resistance within the portal system 


Table 1—Summary of Basic Circulatory Changes 
and Classification of Etiological Factors Involved 
in Production of Portal Hypertension 


A. Suprahepatic 
1. Cardiac 
a. Constrictive pericarditis 
b. Tricuspid insufficiency 
c. Congestive heart failure (?) 
2. Thrombosis of the inferior vena cava 
(supra-diaphragmatic) 
B. Hepatic 
1. Cirrhosis 
a. Post(supra) sinusoidal 
(1) Constricting lobule 
(2) Fibrosis of the portal tract 
b. Parasinusoidal 
(1) Venovenous shunts 
(2) Fibrosis of the portal tract 
c. Pre(infra) sinusoidal 
(1) Arteriovenous shunts 
(2) Fibrosis of the portal tract 
2. Schistosomiasis 
C. Infrahepatic 
1. Intrinsic lesion of the portal vein 
a. Acute thrombosis 
b. Chronic thrombosis 
c. Cavernous transformation of the portal vein 
d. Septic involvement of the umbilical vein 
2. Extrinsic (pressure on the portal vein) 
a. Carcinoma of the pancreas 
b. Massive adenopathy, et cetera 
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include cirrhosis and schistosomiasis. ‘“Cirrhosis” 
is a generic term and is here defined as a progres- 
sive disease of the liver with morphologic mani- 
festations described below and in table 1, irre- 
spective of etiology. The morphologic changes 
within the liver constitute an important factor in 
the alterations of the intrahepatic vascular system 
and thus are, in part, responsible for alterations 
in resistance within the portal system. The liver 
itself may be subdivided into post (supra) sinusoid- 
al, parasinusoidal and pre(infra)sinusoidal. The 
postsinusoidal area is the same as the “outflow 
tract” of Madden, Lore, Gerold and Ravid.'4 
The presinusoidal area is, of course, the “inflow 
tract.” 

In the postsinusoidal area portal hyperten- 
sion is due to compression of the hepatic veins 
by connective tissue proliferation and the com- 
pression of the portal tract area by the growing 
regenerating lobules. This latter, the compression 
of the portal tracts, is a most important factor. 

In the parasinusoidal area there are venove- 
nous shunts between the portal and hepatic veins 
bypassing the liver parenchyma. Please recall that 
in the normal liver there are no direct communica- 
tions between the portal and hepatic veins, except 
through the sinusoids. 

In the presinusoidal area there are arterio- 
venous shunts between the portal vein and the 
hepatic artery. The hepatic artery in the normal 
liver enters the lobule at the level of the inlet 
vein or the sinusoid. In effect, the venovenous 
shunts and the arteriovenous shunts cause the 
liver parenchyma to be bypassed. In all areas 
whether postsinusoidal, parasinusoidal, or presinu- 
soidal the fibrosis within the portal tract is an 
important factor in producing increased portal 
pressure. 

The overwhelming number of patients with 
portal hypertension will be cirrhotic patients, 
as indicated previously. In a consideration of 
the intrahepatic factors, however, schistosomiasis 
has assumed increasing importance and will prob- 
ably assume even more prominence in the future. 
Schistosoma mansoni is endemic in Puerto Rico 
and the Caribbean area in general, and in some 
areas of South America, notably Northern Brazil 
and Venezuela. The ova are carried by snails 
which are found in waterways in which bathing 
and washing take place. The skin is penetrated 
directly, and ova are carried to the portal vein 
where a periphlebitis with fibrosis of the portal 
tract takes place. The compression of the portal 
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vein in the portal tracts is a result of this fibrosis. 
The alteration in resistance takes place at the 
presinusoidal level within the liver (intrahepatic). 
In this disease ascites and liver failure are rare. 
There are minimal changes on liver function 
studies. Thus in a young man from the Caribbean 
area, or of South American origin, who presents 
with gastrointestinal hemorrhage, the diagnosis of 
schistosomiasis should be considered with the 
origin of the bleeding from esophageal varices 
secondary to portal hypertension. The diagnosis 
can often be made by biopsy of the valves of 
Houston and finding the laterally spined ova. 

The third group of etiological factors concern- 
ed with the production of alteration in resistance 
within the portal system is extrahepatic and lo- 
cated below or caudad to the liver (infrahepatic). 
In general, these factors are intrinsic or extrinsic 
with reference to the portal vein. The intrinsic 
factors are those which directly involve the lumen 
of the portal vein, and, as indicated in table 1, 
consist of acute and chronic thrombosis, cavernous 
transformation of the portal vein—which actually 
is a recanalization of a previous thrombus—and 
septic involvement of the umbilical vein in infan- 
cy. The extrinsic etiological factors are those 
concerned with pressure from without, on the 
portal vein, as carcinoma of the pancreas. 
The Measurement of Alterations of Resistance 

Within the Portal System 

Both as an experimental and clinical tool the 
wedge hepatic venous pressure has shown great 
promise.15.16 This procedure involves catheter- 
ization of the antecubital vein, through the right 
side of the heart to the inferior vena cava and 
hepatic vein. The catheter is wedged in the 
periphery of the liver, in a sinusoid. The meas- 
urement obtained is the same as the intrasinu- 
soidal pressure in most cases and normally its up- 
per limits are 10.5 to 11 mm. of mercury. The 
highest recorded portal pressure is in the neigh- 
borhood of 45 mm. of mercury.?7 

Alterations in portal tension can also be de- 
tected by utilizing percutaneous splenoportogra- 
phy and splenic pulp pressure.18-19 In some parts 
of the country these procedures are used almost 
routinely in problems involving the etiology of 
upper gastrointestinal hemorrhage, evaluation of 
the portal system prior to surgical correction of 
portal hypertension, and postoperatively for long 
term evaluation of the efficacy of the procedure 
itself in reducing pressure and in determining 
patency of shunts. 
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A practical approximation of portal tension 
can be obtained with a lumbar puncture tray, by 
utilizing the manometer and a needle in a vein 
within the portal system. The venipuncture can 
be accomplished during celiotomy in a vein which 
drains into the portal vein. A somewhat less ac- 
curate approximation can be obtained by veni- 
puncture of a dilated abdominal wall vein. With 
this type of water manometer portal hypertension 
exists when the pressure is greater than 250 mm. 


Summary 


A classification of the etiologic factors involved 
in the production of portal hypertension is pre- 
sented. The increased incidence of noncirrhotic 
factors is stressed. Reference is made to newer 
experimental and clinical tools. The hepatic 
vascular system is reviewed. 
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Abdominal Pain Associated 
With “Milk of Calcium Bile” 


Judging from the paucity of clinical reports 
revealed by a perusal of the literature, a brief re- 
view of the clinical entity here presented is justi- 
fied because of the possibility of error that may 
result in diagnosis owing to a lack of familiarity 
with the condition. The occurrence of this curious 
deposition of lime salts within the gallbladder wall 
and in the gallbladder lumen is relatively rare. 

The first case report was published in this 
country in 1911 by Churchman,! who found a 
material in the gallbladder having the consistency 
of toothpaste. Two cases were reported in the 
European literature in 1926 by Volkmann,? and 
he used the term “Kalkmilchgalle” or “milk of 


calcium bile.” The report of Phemister, Rew- 
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bridge and Rudisill? suggested that cystic duct 
obstruction by stone, inflammation or tumor may 
be the cause of precipitation of calcium carbonate 
in the gallbladder bile. This milk of calcium bile 
can thereafter adhere on already existing gall- 
stones of the cholesterol-calcium-bile pigment 
varieties, which are common, or it may per se 
precipitate out as a stone or a semifluid to pasty 
mass. The present case represents a probable 
early case of Kalkmilchgalle in the chalky gravel 
stage since no hypertrophy of the muscularis of 
the gallbladder, found in long-standing cases, was 
present.#-5 

The manifestations of this entity do not differ 
from those of other types of cholelithiasis with 
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the usual clinical course and complications. In 
the majority of reported cases, the history was 
that of chronic recurring and usually mild epi- 
sodes of biliary colic. 

Diagnosis, preoperatively, is possible only by 
roentgen ray study. Occasionally, on a plain film, 
a shadow or shadows of calcium density may be 
visible in the region of the gallbladder. The den- 
sity varies depending upon the calcium content. 
A suggestion of the presence of stones in the 
cystic duct, as evidenced by radiopaque circular 
densities, may be a concomitant finding. In 
this particular case, the calcium bile did not com- 
pletely fill the lumen of the gallbladder, but was 
evident as a crescent-shaped opacity in the de- 
pendent portion of the gallbladder. Note that 
with the patient in the standing position, such a 
crescent-shaped density is seen in the dependent 
aspect of the gallbladder lumen (fig. 1). With 
the patient in the decubitus position, this opacity 
is seen to shift to a dependent position (fig. 2). 
No densities resembling calculi in the cystic duct 
are seen in either of these two films. Occasionally, 
the particular gallbladder dye has been admin- 
istered before any roentgenographic examination 
has been performed and the limy bile will be 
missed. Suspicion, however, is often aroused by 
failure of the gallbladder shadow to change sig- 
nificantly in size following a fatty meal. This in 
itself is not pathognomonic. If such a suspicion 
of abnormality is entertained, the gallbladder 
should be subjected to roentgen examination 
again at a later date, particularly when either def- 
inite or questionable stone shadows are visualized 
in the region of the cystic duct.® 


Report of Case 


A 32 year old white man was admitted to a Tampa 
hospital on Dec. 12, 1959. Shortly before his condition 
was evaluated in the emergency room of this hospital, 
the patient was on a hunting trip and was seized with 
pain of sudden onset located high in the epigastrium. 
It seemed to spread laterally to each side at this level. 
The pain was described as being dull and moderately 
severe with five to 10 minute episodes of exacerbation of 
a cramplike character. It was not accompanied by nausea 
and vomiting, and there appeared to be no relationship 
to exercise. Slight relief was obtained by leaning forward, 
and the pain was of such a character that it apparently 
prevented deep breathing. The patient had had similar 
episodes of pain on five occasions since May. In May 
he was admitted to a Tampa hospital with a similar, 
moderately severe episode which lasted approximately 
45 minutes. On this admission, a gastrointestinal series, 
cholecystogram, intravenous pyelogram and right retro- 
grade pyelogram disclosed no significant abnormalities. 
There had been no history of qualitative food intolerance 
and no history of melena. At no time was there an 
elevation of temperature. The present episode was the 
most severe. 

Past History—The patient had an appendectomy in 
1934 and a tonsillectomy in 1945. He had experienced 
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Fig. 1.— With the patient in the standing position, 
note the crescent-shaped density in the dependent aspect 
of the gallbladder lumen. 





Fig. 2. — With the patient in the decubitus position, 
the opacity representing “milk of calcium bile” is seen 
to shift to a dependent position. 


frequent chalazions during the previous five years. There 
were no significant cardiorespiratory, gastrointestinal, or 
genitourinary symptoms other than those aREEENS. 

Family History—Noncontributory. 

Physical Examination—When evaluated in the emer- 
gency room, the patient’s condition was not remarkable 
except for definite tenderness under the midright costal 
margin. 

Laboratory Findings—A complete blood count, sedi- 
mentation rate, urinalysis, blood sugar, serum amylase, 
serum transaminase, and serologic examination all gave 
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Fig. 3. — Gallbladder removal at operation showing 
congested mucosal surface. 
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Fig. 4. — The wall of the gallbladder is thickened 
by an infiltration of chronic inflammatory elements and 
some interstitial fibrosis. 


negative results. Total serum cholesterol was 226 mg. per 
hundred milliliters. Cholesterol esters were 168 mg. per 
hundred milliliters. A direct bilirubin test showed 0.45 
mg. with a total of 1.38 mg. per hundred milliliters. An 
electrocardiogram was normal. 

A gastrointestinal roentgen examination was not re- 
markable. A cholecystogram revealed that the gallbladder 
concentrated the opaque medium well. Milk of calcium 
bile was noted in the dependent portion of the gallblad- 
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der on the erect (fig. 1) as well as the decubitus views 
(fig. 2). A film taken after stimulation of the gallbladder 
with a fatty meal revealed no significant contraction. 

After surgical consultation, a cholecystectomy was 
performed on December 17 by Dr. Leffie M. Carlton. 
The specimen (fig. 3) consisted of a gallbladder measur- 
ing 8 by 4 by 4 cm. The serosal surface was covered by 
a shaggy fibrous tissue. The lumen contained approxi- 
mately 20 cc. of black bile. The cystic duct showed no 
gross obstruction. Sediment in the bile consisted of cal- 
cium carbonate. The mucosa was congested. The micro- 
scopic examination (fig. 4) disclosed that the wall of the 
gallbladder was thickened by an infiltration of chronic in- 
flammatory elements and some interstitial fibrosis. The 
pathological diagnosis was chronic cholecystitis with 
calcium carbonate sediment in the bile. 

The patient has remained asymptomatic. 


Summary 


A case of abdominal pain in a 32 year old 
white man is presented. The diagnosis of gall- 
bladder disease was established on the basis of 
the clinical picture, exclusion of other possible 
causes of this type of pain, and especially the 
results of roentgen examination. This probably 
represented an early stage in the natural history 
of cholecystitis with so-called “milk of calcium 
bile.” 
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Anaphylactoid Reaction to Oranges 


A case of anaphylactoid reaction to an orange 
was reported by Bendersky and Lupas! in the 
Journal of the American Medical Association, 
May 21, 1960. It was stated that it was the first 
such case reported in the literature. This report 
concerns a similar case. 


Report of Case 


A 49 year old somewhat obese white woman was 
brought to my office at approximately 4 p.m. on Jan. 18, 
1960 in acute respiratory distress. She had eaten only 
toast and black coffee for breakfast. She ate no lunch 
and ingested nothing until just before coming to my 
office. At that time she peeled and ate two Valencia 
oranges. Approximately 10 minutes later shortness of 
breath and marked generalized itching developed. She 
was brought immediately to my office. Physical examina- 
tion revealed the patient, who was sitting on the end of 
the examining table, to be in marked distress. Respira- 
tions were deep and fast, approximately 40 per minute, 
with no wheezing. The blood pressure was 64/40 mm. 
Hg. The skin was generally erythematous with a few 
wheals visible on the back. Her face, hands and feet were 
edematous. She was scratching herself furiously. She was 
dizzy and collapsed on the office floor. The following 
medication was given immediately: adrenalin 1:1000, 0.6 
cc. intramuscularly; Benadryl, 50 mg. intramuscularly ; 
Wyamine, 30 mg. intravenously; and Acthar Gel, 80 
units intramuscularly. The blood pressure rose to 84/64 
mm. Hg after administration of the Wyamine, but the 
patient was not able to raise her head without getting 
dizzy. She was taken by ambulance to the hospital 
breathing oxygen and in the shock position. 

She arrived at the hospital at 5:05 p.m., somewhat 
improved. The blood pressure was 138/70 mm. Hg, the 
temperature 96.4 F., the pulse rate 90, and respirations 32. 
Oxygen by tent and 1,000 cc. of 5 per cent glucose in 
normal saline with 100 mg. of Solu-cortef were given at 
60 drops per minute. She received one Benadryl Kapseal 
every six hours, 30 cc. of castor oil immediately and 
other symptomatic therapy. Recovery continued rapidly. 
At 10:30 p.m. the blood pressure was 164/96 mm. Hg, 
the redness of the skin had subsided, and she was in no 
distress. The blood pressure has continued at about this 
level, and it has been concluded that she has mild hyper- 
tension. 

The history revealed that the patient had collapsed 
in 1925 after taking an APC capsule. She thought the 
episode was similar to the present one. Mild constant 
edema of the face, hands and feet had been present for 
30 years. She had experienced mild nasal stuffiness in 
damp weather for years. No allergic manifestations were 
present in the family. A detailed physical examination re- 
vealed the findings previously noted. The heart was nor- 
mal with no evidence of left ventricular hypertrophy. Also 
there was some bogginess and a greyish hue to the nasal 
mucosa. It was concluded that allergic rhinitis and chronic 
angioneurotic edema were present. 

The laboratory work was as follows: An electrocardio- 
gram on January 18 gave evidence of left bundle branch 
block, and on the following day the pattern was even 
more typical. On roentgen examination of the chest, the 
left border of the heart and the aortic knob were some- 
what more prominent than usual. The blood urea nitro- 
gen was 12 mg., fasting blood sugar 93 mg., serum pro- 
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tein 5.7 Gm., albumin 3.8 Gm. and globulin 1.9 Gm. per 
hundred cubic centimeters, VDRL nonreactive; and serum 
glutamic oxaloacetic transaminase 8 units. A complete 
blood count showed a hemoglobin level of 14 Gm., white 
blood cell count 16,300, hematocrit reading 43, band forms 
22 per cent, segmented forms 65 per cent, lymphocytes 
12 per cent and monocytes 1 per cent. On urinalysis, the 
specific gravity was 1.013; albumin and sugar were nega- 
tive; and on microscopic examination a few hyaline and 
fine granular casts were present. On January 20 an 
electrocardiogram indicated reversion from left bundle 
branch block to normal conduction through the ventricles 
and no abnormalities. The serum glutamic oxaloacetic 
transaminase was O units, protein-bound iodine 4.1 mg. 
and cephalin flocculation negative. 

The patient was given Peritrate, 20 mg. four times 
daily because of the acute left bundle branch block. The 
bundle branch block was thought to be entirely a mani- 
festation of the anaphylactoid shock. There was no evi- 
dence at any time of heart disease except for the sug- 
gestion of hypertrophy on the roentgenogram. The physi- 
cal examination failed to reveal any evidence of paradoxi- 
cal splitting of the second sound during the period of 
hospitalization. 

The patient was discharged on January 21, three days 
after admission, in good condition. 


Comment 


This patient did not eat oranges frequently, 
but had eaten them in the past with no difficulty. 
Eating two oranges rapidly on an entirely empty 
stomach with rapid absorption might be a possible 
factor. Ratner and his associates?.? showed 
there are two distinct allergens in oranges. One 
is present in the seed and one in the juice itself. 
The one in the seed gives the more severe re- 
action. 


Summary 


A case is presented of an anaphylactoid re- 
action following the ingestion of oranges. This 
is the second such case reported. A left bundle 
branch block persisted for three days after this 


reaction. 
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Pulmonary Embolism 


Recognition of the relationship of pulmonary 
embolism to venous thrombosis of the lower ex- 
tremities is credited to Virchow around 1850. 
Since that time pulmonary embolism has come to 
be recognized as a lethal postoperative complica- 
tion which has not decreased in incidence with 
the use of antibiotics, early ambulation, elastic 
support to the legs, or postoperative use of sub- 
therapeutic doses of anticoagulant drugs. The 
clinician who has been confronted with a sudden- 
ly desperately ill patient, who a few moments 
before was apparently doing well, realizes the 
severity of the problem. As in most diseases of 
undetermined etiology, the treatment of venous 
thromboembolism has been empiric, the results 
varied, and the statistics difficult to evaluate. 

Clinical Data 

During a seven year period, 600 patients with 
venous thrombosis and 60 with pulmonary em- 
bolism were seen on the surgical, obstetrical and 
gynecological services at the Duke University 
Medical Center. The care and therapeutic evalua- 
tion of these patients form the basis of this 
review.! 


Incidence and Etiology 


As alertness to the possibility of pulmonary 
embolism is an essential part of one’s diagnostic 
armamentarium, it is well to note when and where 
to expect this occurrence. Barker, Nygaard, 
Walters and Priestly? at the Mayo Clinic tabu- 
lated the frequency of pulmonary embolism after 
172,888 operations. It was found to occur in 0.52 
per cent of all operations; 3.32 per cent of sple- 
nectomies; 2.41 per cent of all intestinal resec- 
tions; 2.18 per cent of all other intestinal opera- 
tions, and 1.52 per cent of all hysterectomies. 

Ochsner, DeBakey, DeCamp and da Rocha* 
reported postoperative embolism in 0.05 per cent 
of 647,868 operations. 

From experience it would seem that one must 
anticipate venous thrombosis in the following 
types of cases: (1) a previous history of em- 


bolism; (2) extensive varicosities of the legs; (3) 
congestive heart failure; (4) extensive pulmonary 


VotuME XLVIII 
NUMBER 3 


GerorGE D. DELAUGHTER Jr., M.D. 
DAYTONA BEACH 


or abdominal surgery; (5) obesity; (6) patients 
over 50 years of age; (7) extensive trauma to 
the legs; (8) immobilization; and (9) polycy- 
themia vera. 

Intimal damage, stasis, and hypercoagulability 
are usually implicated as etiological factors in 
venous thrombosis. In our experience, intimal 
damage and stasis appear to play a relatively 
minor role in the development of deep venous 
thrombosis though the true cause probably lies 
within the realm of these three factors. Throm- 
bosis of the deep venous system of the legs oc- 
casionally develops after the prolonged use of an 
intravenous catheter in the long saphenous vein, 
thus giving support to the intimal trauma theory. 
The routine use of 10 mg. of heparin sodium in 
each liter of fluid administered by this route has 
been of definite benefit in minimizing superficial 
and deep venous thrombosis without an appreci- 
able effect on the clotting time. The intravenous 
administration of fluid in the lower extremities 
should be avoided whenever possible to decrease 
the possibility of intimal damage. 

Stasis due to immobilization and bed rest has 
been incriminated; however, early ambulation has 
not lowered the incidence of postoperative throm- 
boembolism. Pulmonary embolism has not been 
recorded as a major complication among tuber- 
culosis patients who have been at bed rest for 
long periods. 

Hypercoagulability is a nebulous phenomenon 
that has been recognized by surgeons and physiol- 
ogists to occur after trauma or surgical opera- 
tions. There is no available laboratory measure 
of hypercoagulability which will detect the pres- 
ence of excess amounis of specific blood clotting 
factors which may give rise to venous thrombosis 
and embolism. An, as yet, immeasurable hyper- 
coagulability state remains an attractive theory 
as to the basic cause. 

Diagnosis 

The frequency with which the diagnosis of 

pulmonary embolism is made varies directly with 


the alertness of the physician to its possibility 
of occurrence. This diagnosis is not an easy one, 
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exc ‘pt in the few cases in which the signs and 
symptoms are typical. If the patient presents 
wit: acute pleuritic pain, dyspnea, cough, and 
heroptysis, the diagnosis can be made if it is 
brought to mind. Often, however, the patient 
does not present this clear picture and symptoms 
can vary from none at all to sudden death. 

Most patients with pulmonary emboli initially 
have symptoms referable to the chest; in our ex- 
perience they have been referred to as either a 
pain, a catch, a tight feeling, a fullness, an in- 
ability to take a deep breath, or a shortness of 
breath. A few hours later the patient may or 
may not produce blood-streaked sputum. These 
symptoms may be confused easily with myocardial 
infarction, angina, gallbladder disease, indigestion, 
or pneumonia. 

In the examination of the patient we frequent- 
ly find an elevated pulse rate and localized rales; 
pleural friction rubs are rarely found as an early 
sign and are transient when present. The absence 
of leg signs does not rule out pulmonary embo- 
lism; one half of the patients with pulmonary 
emboli have no signs or symptoms of deep venous 
thrombosis in the lower extremities. The absence 
of such signs leads us to believe that over 50 per 
cent of venous thrombosis originates in the pelvic 
veins. 

Signs which may be helpful in the diagnosis 
of deep venous thrombosis include: (1) edema, 
varying from mild swelling at the ankle to mas- 
sive swelling of the entire extremity; (2) dis- 
tended pretibial and pedal veins which, in some 
cases, remain distended with elevation of the 
foot above the level of the heart; (3) the pres- 
ence of Homans’ sign; (4) localized tenderness 
over the femoral vein in the groin, which is some- 
what more specific than Homans’ sign, since finger 
point pressure on other points of the thigh do not 
yield the same localized tenderness. If these signs 
are present along with any of the signs or symp- 
toms of pulmonary embolism, then the diagnosis 
of embolism is assured. 

Conventional laboratory blood studies have 
been of no use in establishing the diagnosis. 

Roentgenograms are an aid in early diagnosis 
of pulmonary embolism, but are seldom, if ever, 
conclusive. Reports are usually “compatible 
with” or “suggestive of” pulmonary embolism. 
This uncertainty may be due partially to the 
quality of the films, as they are obtained fre- 
quently with portable equipment at the patient’s 
bedside. Hampton and Castleman, in their cor- 


DeELAUGHTER: PULMONARY EMBOLISM 249 


relation of x-ray and autopsy findings, came to 
the conclusion that there were no x-ray findings 
which might be stated to be typical of, or diag- 
nostic of, pulmonary embolism or infarction. 

Electrocardiograms are useful in ruling out 
myocardial infarction as a cause of chest pain, 
but are of little immediate positive help in the 
diagnosis of pulmonary embolism. The electro- 
cardiographic pattern of acute cor pulmonale was 
evident in about 20 per cent of the 273 patients 
with this condition reported by Carlotti, Hardy, 
Linton and White.® 


Treatment 


Treatment of pulmonary embolism and deep 
venous thrombosis of the legs is similar and in- 
separable. Prophylactic care of the legs is essen- 
tial whether the emboli arose from the pelvis or 
the legs. 

The object of treatment is twofold: (1) to 
avoid fatal pulmonary embolism, and (2) to 
minimize postphlebitic sequelae. After a base line 
clotting time is obtained and a one stage pro- 
thrombin test is made, treatment is begun with 
heparin and coumarin drug therapy simulta- 
neously. After using an array of coumarin drugs, 
we have returned to the use of bishydroxy- 
coumarin (Dicumarol). 

The heparin is administered as follows:® 50 
to 75 mg. is given intravenously and a similar 
amount is given subcutaneously at the same time. 
The subcutaneous heparin then is given every four 
hours. The clotting time is checked once a day 
thereafter, at a time three and one-half hours 
after a given dose of heparin. This check insures 
that the clotting time does not rise progressively 
to dangerous levels, as may occur after three or 
four days of heparin therapy. We preferred to 
have the clotting time (in the third tube of the 
Lee-White method) drop below 25 minutes at the 
three and one-half hour check time. If the clot- 
ting time at this point is above 25 minutes, the 
heparin dose should be reduced proportionately. 
If the clotting time has returned to normal levels, 
the dosage should be increased. 

Dicumarol is given once a day, depending on 
the prothrombin time as determined that day. 
It is best to draw blood samples for the prothrom- 
bin time along with the clotting time so as to 
minimize interference of the prothrombin test by 
the heparin. Dicumarol is administered daily 
according to the following schedule: 
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Prothrombin time Dicumarol 
75-100% 300 mg. 
50- 75% 200 mg. 
30- 50% 100 mg. 
15- 30% 50 mg. 
O- 15% omit 


After regulation is attained, the prothrombin time 
can then be checked twice weekly. 

When the prothrombin time drops below 30 
per cent of normal, administration of heparin is 
discontinued and coumarin therapy is continued 
for an average of 21 days. If the patient has signs 
or symptoms of severe deep venous thrombosis, 
therapy is extended for four or more weeks, de- 
pending upon the rapidly of his progress. 

Absolute bed rest in a modified Trendelenburg 
position, if it is tolerated, is maintained during 
the first four days. The patient is then gradually 
ambulated with elastic bandages extending to the 
knees. Sitting or standing still is discouraged; 
elevation of the feet and walking are encouraged. 
Antibiotics are used routinely to prevent second- 
ary infection in the lungs. 

Certain contraindications to this mode of 
therapy are recognized and exist principally when 
progressive thrombosis or major hemorrhage oc- 
curs during anticoagulant therapy. Anticoagulant 
therapy usually has been unsatisfactory follow- 
ing prostatic surgery because of bleeding from the 
prostatic bed. Our indications for ligation of the 
inferior vena cava include suppurative pelvic 
thrombophlebitis and the need for protection from 
pulmonary embolism in the face of progressive 
thrombosis or major hemorrhage with antico- 
agulant therapy. In many instances the indica- 
tions for one mode of therapy and the contrain- 
dication for another are relative, and in such 
instances sound surgical judgment should prevail. 

Femoral vein ligations have no place in the 
therapeutic armamentarium for venous throm- 
boembolism.? Unlike vena caval ligation, this pro- 
cedure does not offer a safeguard from subsequent 
pulmonary embolism as this site is distal to the 
pelvic veins, the origin of at least 50 per cent of 
pulmonary emboli. As described, when antico- 
agulants are ineffective or contraindicated, the site 
for venous ligation is the vena cava just below 
the renal vessels. 

Means of dissolving intravascular thrombi 
and emboli have long been sought. Progress has 
been reported recently with this type of therapy.* 
Human fibrinolysin has proved to be efficacious 
for the dissolution of recently formed intravascu- 
lar clots. Success has been achieved in many 
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cases of acute venous thrombosis and pulmonary 
emboli of less than five days’ duration. Beyond 
this period, there has been too much organization 
of the clot and lytic action decreases rapidly. 
Fibrinolysin has a specific action on fibrin, leay- 
ing other plasma proteins virtually unaffected. 
No effect has been noted on the clotting mech- 
anism. 

While it may be beneficial in early cases to 
use fibrinolysin, it should be used with, and not 
instead of, anticoagulant therapy. The two types 
of treatment are entirely compatible. 

Prognosis 

Allen, Barker and Hines® stated that if a pa- 
tient has pulmonary embolism after operation 
and survives, there is a 43.8 per cent chance of 
another thrombotic episode, a 30.5 per cent chance 
of another embolism and an 18.3 per cent chance 
of a fatal embolism in the same postoperative 
convalescence. 

Recurrences of pulmonary emboli have occur- 
red among patients with adequate anticoagula- 
tion as measured by laboratory studies, in ap- 
proximately 12 per cent of the cases in our ex- 
perience. These recurrences have been equally 
divided between patients on heparin and on 
coumarin therapy. None have been fatal. No 
pulmonary emboli have recurred after ligation of 
the inferior vena cava. 

The ideal mode of therapy is yet to be dis- 
covered. A keen awareness of the possibility of 
pulmonary embolism, its early recognition, and 
aggressive anticoagulant therapy offer the patient 
an exceptionally good chance for recovery. 
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Familial Dysautonomia 
R cently Discovered Case 


in 1949 Riley, Day, Greeley and Langford? 
presented the case histories of five children mani- 
festing the bizarre symptomatology of a hitherto 
undescribed psychoneurologic disease. Their 
article was, in fact, the first presentation of the 
now recognized disease entity familial dysau- 
tonomia or Riley-Day syndrome. Fortified with 
a total of 33 cases, Riley again reported on the 
disease in 19522 and set forth nine major and 
minor diagnostic criteria. To date less than 100 
cases have appeared in the American literature. 
This report presents a previously undescribed 
case of familial dysautonomia seen at the Dade 
County Child Guidance Clinic. 


Report of Case 


History —A six year old Jewish girl was brought to 
the Dade County Child Guidance Clinic for evaluation 
of a behavior problem. The parents described her as not 
getting along with her playmates and siblings, continually 
disobedient and unable to adjust to minor changes in 
routine. She was prone to tantrums and unpredictable 
mood swings, and required constant supervision from 
her mother. 

The patient was born in July 1954 and was the eldest 
of three girls. Her sisters, aged 28 months and six 
months, had shown no similar emotional instability. The 
mother had three spontaneous abortions prior to the 
patient’s conception. This pregnancy was uneventful 
except for the fact that the mother’s physician recom- 
mended she remain in bed during the early months of 
gestation. She received daily hormone injections through- 
out the pregnancy. Labor was short and was followed 
by an uncomplicated delivery at a New York City hos- 
pital. The mother did not recall the patient’s exact birth 
weight, but stated the obstetrician commented on the 
child’s normality following delivery. After her confine- 
ment the mother experienced some type of emotional de- 
compensation lasting several weeks which she termed 
“the baby blues.” The patient was bottle-fed and pre- 
sented a feeding problem from early infancy. She did 
not walk until 18 months of age and did not talk in 
intelligible, simple sentences until 36 months of age. 
During the first year of life the parents observed the pa- 
tient to be unusually demanding, irritable, restless and 
emotionally unpredictable. The mother frankly admitted 
she did not enjoy caring for this child. ; 

Toilet training was difficult and not mastered until 
the age of four years. Urinary frequency and enuresis 
were troublesome problems. She drooled continually until 
the age of three and one-half years. While living in the 
northern part of the United States she had had perpetual 
upper respiratory infections, but there was no history of 
frank pneumonia. There was also no history of seizures 
or high fever. The medical history was otherwise benign. 


~ From the Department of Psychiatry, University of Miami 
School of Medicine, Coral Gables, and the Dade County Child 
Guidance Clinic, Miami. 
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Following the birth of the second child the parents 
noted an increase in the patient’s tantrums, general mis- 
conduct, irritability and restlessness. When she was four 
and one-half years old, she was taken to a private psy- 
chologist for treatment, but therapy was discontinued be- 
cause of financial pressures. Upon the recommendation 
of the Dade County Board of Public Instruction she was 
brought to our clinic for evaluation. 

Psychological Examination ——The patient was given a 
battery of psychological tests which included the WISC, 
Porteus maze, color form, house-tree-person, TAT and 
Bender-gestalt. The projective drawings suggested strong 
emotional conflicts centered around the parents, particu- 
larly the mother. Color form sorting tests demonstrated 
poorly controlled compulsivity characteristic of organic 
brain disease. The verbal I.Q. was 74; performance I.Q. 
83; full scale WISC I.Q. 76. The patient’s intratest per- 
formance on the intelligence test was erratic; she scored 
above average in some areas and very poorly in others. 
Such a score pattern has been shown to represent an 
intelligence higher than the test results would indicate. 
The child was considered of at least normal intelligence. 

Psychiatric Examination—The patient was a fairly 
attractive dark-haired girl of good physical proportion. 
Her gait and body movements were clumsy and ungrace- 
ful. Speech was infantile and difficult to understand be- 
cause of poor enunciation. Throughout the interview she 
was very restless and hyperactive; she was constantly 
fidgeting in her chair, jumping to her feet without pro- 
vocation to walk about the office. Meaningful conver- 
sation was difficult because of loose associations, short 
attention span and an aimlessly wandering train of 
thought that often changed course in the midst of a 
sentence. In the play room her short attention span was 
again noted. Play was disorganized, chaotic, and destruc- 
tive. 

Neurologic Examination——The weight was 26 Kg., the 
height 122 cm., the pulse 110 and regular, respirations 26, 
and blood pressure in a sitting position 110/60 mm. Hg 
and stable. The patient was awkward and devoid of 
poise. Rapid movements were poorly performed; she 
could neither skip nor hop. An articular speech im- 
pediment was evident. There was a general hypotonicity 
of skeletal muscle and hyperextensibility at the major 
joints. Deep tendon reflexes were not remarkable, and 
no pathologic reflexes were noted. An unusual tolerance 
to the pain of a pin stick was demonstrated. It was at 
this point that the mother mentioned that the patient 
had never had tears while crying until she was five years 
old. An electroencephalogram was performed without 
sedation and interpreted as being within the range of 
normal variability in accordance with her age group. 

Evaluation Summary.—It was concluded that this girl 
was suffering from an organic brain disorder manifested 
by motor, intellectual, emotional and vegetative impair- 
ment. The symptom complex was found to be compatible 
with the diagnosis of familial dysautonomia. 


Discussion 
Riley’s tabulation of the diagnostic criteria 
was based on 33 cases of familial dysautonomia, 


as shown in the accompanying table.2 Since 
1952 the number of verified and studied cases has 
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Occurrence of Features in Thirty-Three Cases2 











NUMBER . bir 
ices Con Geen Cases WitH FEATURE 
. INFORMATION 
AVAILABLE NUMBER Per CENT 
Group A 
1. Jewish extraction 33 33 100 
2. Defective lacrimation 33 33 100 
3. Skin blotching 31 30 97 
4. Excessive perspiration 31 31 100 
5. Drooling 27 27 100 
6. Emotional instability 30 30 100 
7. Motor incoordination 27 27 100 
8. Hyporeflexia 31 30 97 
9. Relative indifference to pain 22 22 100 
Group B 
1. Hypertension 27 23 85 
2. Cyclic vomiting 7 19 63 
3. Frequent pulmonary infection 31 23 74 
4. Frequent unexplained fever 24 16 67 
5. Breath-holding spells in infancy 22 16 73 
6. Urinary frequency 24 18 75 
7. Mental retardation 31 17 55 
8. Convulsions 32 16 50 
9. Corneal ulceration 31 11 35 





nearly tripled, and the original list of criteria 
remains valid with only minor changes. The dis- 
ease still characteristically affects children of Jew- 
ish extraction; however, two cases have been ob- 
served in non-Jewish children.?:* The “hyperten- 
sion” seen in 85 per cent of the cases has been 
found actually to be a vasomotor instability with 
orthostatic hypotension and overcompensatory 
hypertensive episodes of short duration. The fac- 
tor of mental retardation is no longer considered 
valid.5 With recent advances in psychologic test- 
ing and better understanding of the adverse effect 
emotional turmoil has on demonstrable intelli- 
gence, children with this disease are considered 
to be no more likely to be mentally retarded than 
the rest of the population. 

In approximately one fifth of all reported 
cases the patient has died, usually under the age 
of three years and usually as a result of over- 
whelming pneumonia. Postmortem examination 
of the brain in 10 cases has shown nothing con- 
sistent or striking. In one case® a cyst was found 
involving the dorsomedial nucleus and the lateral 
nucleus of the thalamus with rarifaction of the 
reticular formation in the pontine, medullary and 
upper cervical region of the brain stem. A care- 
fully conducted gross and microscopic brain ex- 
amination by Cohen and Solomon’ revealed a 
degenerative process confined to the reticular for- 
mation of the lower pons and medulla involving 
several cranial nerve nuclei in the floor of the 
fourth ventricle. 


The familial nature of the disease is well 
established. Various studies have reported that 
between 25 per cent and 35 per cent of siblings 
have some degree of affliction. Riley, Freedman 
and Langford? set the figure at 33 per cent and 
considered the disease to be genetic in nature 
transmitted as a Mendelian recessive. The Riley- 
Day syndrome is tentatively considered to be a 
familial degeneration of the central nervous sys- 
tem involving predominantly the reticular forma- 
tion and the hypothalamic tracts in that area. 

Treatment of the whole syndrome has, so far, 
been uniformly unsuccessful. Treatment of the 
more serious symptoms and complications such 
as severe vomiting, dehydration, corneal ulcers 
and pneumonia has been gratifying. 

The problems of drooling, vomiting, tearless- 
ness and respiratory infection usually show defi- 
nite improvement as the child progresses beyond 
the age of five years; psychological factors be- 
come increasingly more important. At this age 
children become aware of the fickle, fluctuating 
and often cruel social world of their peers. Their 
awkwardness and indescribable strangeness come 
into sharp focus and add to the already crip- 
pling emotional burden. If these children live 
beyond the age of four years, supportive psycho- 
therapy for the patient and parents will allow for 
a fuller and happier life for all concerned. Riley 
and his associates? concluded that there may be 
many children and young adults suffering from 
familial dysautonomia whose condition has been 
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n. sdiagnosed as schizophrenia or mental retarda- 
t: n, and they have been placed in institutions or 
k pt at home as “hopeless cases.”’ 


Summary 


A case of familial dysautonomia is presented 
wnich demonstrates many of the salient features 
oi this bizarre disease. Particular emphasis is 
piaced on the need for early diagnosis, the in- 
crease in morbidity of the psychological aspects 
in the face of improvement in some of the phy- 
sical components and, most important, the need 
for supportive psychotherapy for both patient 
and parents. Barring complications the patient 
with the Riley-Day syndrome is not a candidate 
for an institution or a reclusive life at home. 
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The Atypical Acid-Fast Bacilli In Florida 


Observations on Their Epidemiology 


Bacteriologists have been aware of atypical 
(anonymous) acid-fast organisms for as long as 
they have been culturing sputa for acid-fast 
bacteria. There are many reports in the bacteri- 
ologic literature describing highly pigmented acid- 
fast bacilli.1-6 Even the concern of clinicians is 
not new. Pinner? in 1935 emphasized the need 
of a critical evaluation of the significance of these 
atypical forms associated with human disease. 
Interest in Florida in this special group of organ- 
isms began in 1955 when a particularly com- 
petent and well trained mycobacteriologist joined 
the staff of the Tuberculosis Hospital Labora- 
tories. He had seen these organisms on cultures 
for many years. They were not isolated frequent- 
ly and when found were considered saprophytes 
and discarded. In Florida it was apparent that 
he was seeing these so-called saprophytic forms 
more frequently than he had previously. He felt 
obligated to report them to the doctors. It be- 
came apparent to the clinicians of the Florida 
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Tuberculosis Hospitals that these organisms were 
being recovered consistently from the sputa of 
certain patients. It was noted further that the 
patients discharging these organisms did not re- 
spond typically to the usual antituberculosis 
drugs; in general, these patients did poorly. 

As a result of these preliminary observations 
of both bacteriologists and clinicians, the Florida 
State Board of Health and the Florida Tuber- 
culosis Hospitals undertook a cooperative investi- 
gation into the epidemiology and the clinical 
significance of these organisms. 

The atypical acid-fast organisms, as a whole, 
are easily differentiated bacteriologically from 
Mycobacterium tuberculosis. They are subdivided 
into four groups designated with Roman numerals 
I, II, III and IV. This classification is based up- 
on the work of Dr. Ernest Runyon® of the 
Veterans Administration and depends upon the 
temperature requirements for growth of these 
organisms, their ability to produce various pig- 
ments when exposed to light, their rate of growth, 
their uniform avirulence for the guinea pig and 
their pathogenicity for certain other laboratory 
animals. 
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Table 1.—All Identified Atypical Acid-Fast 
Bacilli Cases By Group 
Florida 1956-1959 








Atypical Total Cases 
Group Number Per Cent 
I 29 4.9 
II 74 12.6 
III 428 713.2 
IV 54 9.3 
Total 585 100.0 


Group Incidence 


Table 1 depicts according to the group of 
organism all of the atypical cases which have 
been identified in Florida since late 1955. These 
data represent the results of routine examinations 
of all specimens submitted to public health, 
tuberculosis hospital and other laboratories for 
acid-fast cultures. Through this four year period, 
585 cases have been uncovered. It is noted that 
approximately three fourths of them yielded the 
Group III organisms. Reports from other states 
indicate that the Group III cases are found pre- 
dominantly in the Southeastern United States. 
Other regions have identified Group I infections 
more commonly. Only 4.9 per cent of the Florida 
cases are due to this group. The more highly 
pigmented varieties of Group II accounted for 
12.6 per cent of the cases, while Group IV, the 
rapid growers, were isolated from 9.3 per cent. 

The Group I organisms (photochromogens) 
have not been found in the absence of associated 
pathologic processes. They appear to be distinct 
pathogens. On the other hand, the atypical acid- 
fast bacilli of Group III (nonphotochromogens) 
may be found in persons who have no apparent 
disease. In over half the Florida cases, however, 
there is definite pathology associated with this 
infection. The Groups II and IV (scotochromo- 
gens and rapid growers, respectively) are only 
rarely isolated from disease states in which they 
appear to play a causative role. 


Analysis of Cases 


The pulmonary disease with which these 
organisms are associated is clinically indistinguish- 
able from tuberculosis; the differentiation depends 
solely upon bacteriological studies. An exact 
etiological diagnosis, however, is needed for the 
proper medical management of patients infected 
with atypical acid-fast bacilli. These patients 
should be isolated from those excreting M. tuber- 
culosis. Their therapy should be guided by in 
vitro drug susceptibility tests against their specif- 
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ic atypical organism. If satisfactory resolution 
of their pneumonic process is not apparent in a 
short time on conservative therapy, they should 
have early consideration for the surgical removal 
of the diseased portion of their lungs.9:1° 

To date, adequate clinical records have been 
obtained on 386 (90 per cent) of the 428 persons 
in Florida from whom Group III atypical myco- 
bacteria have been isolated. In 146 (38 per cent) 
of the 386 cases there is reasonably secure evi- 
dence of a primary cause-effect relationship be- 
tween the atypical organism and demonstrable 
pathology. Four of these had clinical evidence 
of acid-fast disease of the kidney and 142 had 
x-ray evidence of pulmonary pathology. All had 
yielded only Group III atypical mycobacteria 
upon repeated examinations, and no other cause 
for the disease state has been identified. In 16 (4 
per cent) of the 386 cases yielding these organ- 
isms there was no apparent abnormality, either 
radiologically or clinically. In the remaining 224 
(58 per cent) either there was bacteriological 
and/or clinical confirmation of other primary or 
associated causes to explain the manifest disease, 
such as M. tuberculosis or other specific disease, 
or sufficient evidence was lacking to incriminate 
securely the atypical organism, for example, 
only single isolations from multiple examinations. 

Thus, evidence justifying an assumption of a 
primary etiological relationship between the 
Group III atypical mycobacteria isolated and pul- 
monary disease has been obtained in less than 
one half of the Florida cases. The frequency with 
which these organisms were found in persons with 
other demonstrable causes of pulmonary disease 
was impressive. In many cases other pulmonary 
disease or altered pulmonary function appeared to 
precede infection with the atypical mycobacteria; 
in these cases they appeared to serve as second- 
ary rather than primary etiological agents. 
Though cases coming to the attention of the in- 
vestigators were almost exclusively those being 
examined for mycobacteria because of chronic 
pulmonary disease in the individual or in the 
family, several cases presented evidence suggest- 
ing that these organisms may have etiological 
roles in other diseases: chronic infections of the 
kidney, chronic abscesses of joints and, in some 
cases, an acute self-limited pneumonitis. 

A notable observation concerning infection in 
any system and by any of these groups of atypical 
mycobacteria is their general drug resistance, 
even upon original isolation from patients with- 
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Table 2.—Results of Skin Tests with PPD-S and PPD-B in First and Second Grades 
of Selected Public Schools 
Florida 1959-1960 


Positive Reactors* 














Number PPD-S** PPD-B*** 
Race Tested 
Number Per Cent Number Per Cent 
White 1,275 13 1.0 45 3.5 
Negro 402 7 1.7 66 16.4 
Totals 1,677 20 1.1 111 6.6 





*9 mm. or more induration, 
**PPD-S—Standard Tuberculin (Typical), 0.0001 


mg. 
***PPD-B—Battey Strain Tuberculin (Atypical), 0-001 mg. 


out previous exposure to chemotherapeutic agents. 
Drug susceptibility tests are indicated to guide 
the choice of chemotherapeutics. 


Research Project 

The need for a careful study of these organ- 
isms and the associated diseases is clearly ap- 
parent. Their source(s) and mode(s) of trans- 
mission, as well as their communicability and 
infectiousness, are unknown. With these questions 
to be answered, a research grant was approved by 
the National Institutes of Health and a study 
became fully established in early 1959. Present- 
ly, this special study revolves about three inti- 
mately related primary objectives: the source, the 
method(s) of transmission and the man to man 
communicability of these organisms. 

To date, tuberculin tests, chest x-rays and 
sputum cultures have been made on household 
associates of 80 patients known to be infected 
with Group III atypical mycobacteria. Fifty-two 
of these contacts were skin-tested with the atypi- 
cal tuberculin (PPD-B*) prepared from the Bat- 
tey strain (Group III) atypical organism: 10 
(19.2 per cent) were positive with induration 
above 8 mm. Of 182 contacts tested with typical 
tuberculin (commercial PPD or PPD-S*), in 
seven (3.8 per cent) the reaction was positive. If 
PPD-B positivity represents past exposure to the 
Group III atypical mycobacteria, these prelimi- 
nary results of contact examinations suggest a 
very low rate of cross infection among household 
associates. 

Sputum has been obtained for bacteriologic 
examination from household contacts of only 
three patients with Group III atypical bacilli. 
Thirteen specimens, in all, were examined: two 
(15.4 per cent) gave positive results. It is notable 
that both of these, each identified as Group III 
atypical mycobacteria, came from the same house- 
hold. This particular family group is of special 


*Special tuberculins were furnished by Dr. Lydia B. Ed- 


wards of the U. S. Public Health Service. 


interest. The index case was that of an elderly 
Negro man, who lived on a farm in a predomi- 
nantly rural county. Multiple sputum examina- 
tions and gastric lavage specimens all gave nega- 
tive results after the original single isolation of a 
Group III atypical organism. He had no active 
pulmonary disease and denied any history of pul- 
monary symptoms. Sputum specimens obtained 
by aerosol bronchial lavage from five of his 11 
household contacts yielded atypical acid-fast 
organisms from two adults, his wife and a daugh- 
ter. Neither of these had any abnormality by 
chest x-ray, and both denied pulmonary symp- 
toms. Interestingly, of the three bacteriologically 
positive persons in the household, only the wife 
demonstrated sensitivity to the atypical tuberculin 
(PPD-B); her response was completely negative 
to typical tuberculin (PPD-S). No other mem- 
ber of the household (including the index person) 
gave a positive reaction to either tuberculin. 

To gain further insight into the natural his- 
tory of these infections, special tuberculin surveys 
have been undertaken in selected parts of Flor- 
ida. Table 2 reflects the results of Mantoux tests 
with typical (PPD-S) and atypical (PPD-B) 
tuberculins* among first and second grade public 
school children in three selected counties. The 
1,677 children tested constitute more than 90 
per cent of the total first and second grade enroll- 
ment in these counties. Note that 1.1 per cent 
of this six to eight year age group gave a positive 
reaction to PPD-S with induration above 8 mm. 
The reaction rate to PPD-B was considerably 
higher, 6.6 per cent. There was no significant ra- 
cial difference among PPD-S reactors, but 16.4 
per cent of the Negro children and 3.5 per cent of 
the white children reacted positively to PPD-B. 

The total follow-up of these surveys is not 
complete, but 69 children who reacted positively 
to one or both antigens have had chest x-rays. 
Sixty-seven (97.1 per cent) were without any 
roentgenographic sign of pulmonary abnormality. 
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Table 3.—Results Of Skin Tests Among Household Contacts Of School Children 
With Positive Tuberculin Reactions 
Florida 1959-1960 





Positive Reactors* Among Contacts 
































inden: Fersen Number PPD-B** PPD-S*** 
Type Race Number Tested Number’ Per Cent Number Per Cent 
White 27 90 22 24.4 1 1.1 
School child — —_ 
with Negro 28 101 35 35.6 8 7.9 
positive PPD-B - ee 
Total 55 191 57 29.8 9 4.7 
" White 7 16 1 6.2 6 37.5 
School child 
with Negro 7 30 5 16.6 z 6.6 
positive PPD-S — ae 
Total 14 46 6 13.0 8 17.3 
Totals 69 237 63 26.5 17 7.1 





*9 mm. or more induration. 
**Battey Strain Tuberculin, 0.0001 mg. 
***Standard Tuberculin, 0.0001 mg. 


Two (2.9 per cent) demonstrated diagnostic 
evidence of active primary tuberculosis. These 
were nonrelated, nonassociated Negro females who 
attended different schools. In one of them the re- 
action was positive to both antigens with 26 mm. 
induration to PPD-S and 16 mm. to PPD-B. Of 
more interest was the other child who reacted only 
to PPD-B with 17 mm. induration. Aerosol 
bronchial lavage specimens from each of these 
gave negative response on culture. For bacterio- 
logic examination, specimens were obtained by 
aerosol bronchial lavage from most of these chil- 
dren reacting positively to either or both antigens. 
To date, cultural studies have been completed on 
75 of them: one (1.3 per cent) yielded an acid- 
fast organism identified as a Group III atypical 
acid-fast bacillus. A chest x-ray on this child 
was normal. There was no history of pulmonary 
symptoms. 

The household associates of 55 school children 
whose reaction was positive to PPD-B alone and 
14 school children who reacted positively to PPD- 
S alone were examined with tuberculin tests, chest 
x-rays and sputum cultures. The results of these 
studies are summarized in table 3. One hundred 
and ninety-one household contacts of the 55 
school children whose reaction was positive to 
PPD-B were tested with both PPD-B and PPD-S. 
In 57 (29.8 per cent) the reaction was positive 
to PPD-B with induration above 8 mm.; in only 
nine (4.7 per cent) was it positive to PPD-S. 
Forty-six household associates of the 14 school 
children reacting positively to PPD-S were tested 
with these two tuberculins; in eight (17.3 per 
cent) there was a positive response to PPD-S 
and in six (13.0 per cent) to PPD-B. It is recog- 
nized that these studies need to be extended; 
nevertheless, the preliminary figures indicate a 


definite family clustering of persons exposed to 
Group III atypical organisms or to antigenitically 
similar agents. 

Ninety-two household associates of the 69 
school children reacting positively to either of 
these two tuberculins received chest x-rays. It 
is outstanding that 91 of these were without any 
roentgenographic abnormality. Only one (1.1 per 
cent) demonstrated signs suggesting tuberculosis. 
This person and one of the two children with 
a diagnosis of primary tuberculosis were mem- 
bers of the same household and contacts of a per- 
son known to have tuberculosis. 

Sputum specimens for bacteriologic culture 
were obtained from 119 household associates of 
the 69 school children reacting positively to tuber- 
culin. These included 43 specimens obtained by 
aerosol bronchial lavage on children between the 
ages of five and 13 years. Of the 119 specimens, 
three (2.5 per cent) yielded acid-fast organisms 
—Group III atypical acid-fast bacilli. Two of 
these were isolated from children. The third was 
isolated from an adult white male. One of the 
two children with a bacteriologically positive re- 
sult was a sibling of the only student (noted 
previously) yielding a positive culture. These 
three children with a bacteriologically positive 
response lived close together in a small Negro 
community. The single adult yielding a positive 
culture reacted to PPD-B with 10 mm. indura- 
tion; he was the father of a school child reacting 
positively to PPD-B. In none of these persons 
with bacteriologically positive reactions was x-ray 
or clinical evidence of any pulmonary disorder 
demonstrated. 

Comment 

It appears that the Group III atypical organ- 

isms are widely distributed. If it can be assumed 
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it PPD-B sensitivity is indicative of past ex- 
p sure to these organisms, results of tuberculin 
tc ts indicate that these are not uncommon in- 
fc tions and that a fairly large percentage of the 
p pulation comes in contact with them early in 
lie. Our limited epidemiological data suggest a 
fe nilial clustering of these infections; but there 
is no evidence that they are commonly transmit- 
tei from human to human. Regarding their 
scurce, there is reason to suspect an extra-human 
reservoir, perhaps the soil. The atypical myco- 
bacteria have been found associated with acute 
processes frequently enough to raise the question 
of whether or not they play a causative role in 
pulmonary diseases of short duration. The his- 
tory in many cases supports the view that the 
Group III atypical acid-fast bacilli are ‘“oppor- 
tunists” and become capable of producing serious 
respiratory disease only after the normal pul- 
monary resistance has been lowered from other 
causes. Place of birth, place of residence, occupa- 
tion, race, age and associated diseases all appear 
related to frequency of infection by Group III 
atypical mycobacteria, but these relationships are 
ill-defined and poorly understood. 


aad 


Summary 


These infections are presently under careful 
study by many workers in the United States. The 
consensus is that the Group I atypical organisms 
are true pathogens capable of producing progres- 
sive pulmonary disease clinically indistinguishable 
from that produced by M. tuberculosis. The 
Group III organisms, on the other hand, appear 
less capable of causing progressive disease, but 
should be considered potential pathogens whose 
clinical significance in any particular case must be 
evaluated through multiple sputum examinations 
and accessory clinical studies. The Groups II and 
IV are generally saprophytic and usually of no 
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clinical importance in the respiratory system; 
however, they have been incriminated in chronic 
abscesses and in an occasional case of pulmonary 
disease. Here again, their significance in a partic- 
ular patient must be evaluated through multiple 
sputum examinations and the absence of other 
recognized pathogens. The acid-fast bacteria (the 
mycobacteria) should be considered in the same 
light that other micro-organism groups are viewed 
which contain true pathogens on one end of the 
scale and definite saprophytes on the other end. 
One’s basic knowledge of the pathogenesis of dis- 
ease and best medical judgment serve as a guide 
in assigning significance to the presence of a par- 
ticular bacterium. 

Most authorities agree that these diseases 
should be handled as serious communicable infec- 
tions in a manner not differing from that recom- 
mended for tuberculosis until such times as a 
better understanding of their epidemiology would 
dictate differently. 
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What Shall the Florida Medical Association 
Do About the Osteopaths? 


This is a question which has been plaguing us for several years. Part of the time 
the Florida Medical Association has been acting like an ostrich and burying its head 
in the sand so as not to see the situation at all. At other times, if we dared look at 
the situation, we simply swept it under the rug to be disposed of at a later and more 
convenient date. 

I believe the action of the House of Delegates at the last American Medical 
Association meeting will force us to take some positive action. 

The following is a statement of the American Medical Association policy: 


“1. There can never be an ethical relationship between a doctor of medicine and a cultist; 
that is, one who does not practice a system of healing founded on a scientific basis. 

“2. There can never be a majority party and a minority party in a science. There cannot 
be two distinct sciences of medicine or two different, yet equally valid systems of medical practice. 

“3. Recognition should be given to the transition presently occurring in osteopathy, which 
is evidence of an attempt by a significant number of those practicing osteopathic medicine to 
give their patients scientific medical care. This transition should be encouraged so that the 
evolutionary process can be expedited. 

“4. It is appropriate for the American Medical Association to reappraise its application of 
policy regarding relationships with doctors of osteopathy, in view of the transition of osteopathy 
into osteopathic medicine, in view of the fact that the colleges of osteopathy have modeled their 
curricula after medical schools, in view of the almost complete lack of osteopathic literature and 
the reliance of osteopaths on and use of medical literature, and in view of the fact that many 
doctors of osteopathy are no longer practicing osteopathy. 

“5. Policy should now be applied individually at state level according to the facts as 
they exist. Heretofore, this policy has been applied collectively at national level. The test now 
should be: Does the individual doctor of osteopathy practice osteopathy, or does he in fact 
practice a method of healing founded on a scientific basis? If he practices osteopathy, he prac- 
tices a cult system of healing and all voluntary professional associations with him are unethical. 
If he bases his practice on the same scientific principles as those adhered to by members of the 
American Medical Association, voluntary professional relationships with him should not be 


deemed unethical.” 


I feel that we can all agree on the first two statements without much discussion. 

Number three is certainly open for debate. Are doctors of osteopathy actually 
going through a transitional stage and giving their patients scientific medical care or, 
on the other hand, are they still trying to pretend that they are and yet hold on to 
their cultist teaching? This is something which has got to be determined. 

Number four states that the colleges of osteopathy have modeled their curricula 
after medical schools. This is based on a view that there is an almost complete lack 
of osteopathic literature and the reliance of osteopaths on and use of medical litera- 
ture, and on the fact that many doctors of osteopathy are no longer practicing 
osteopathy. It has been my understanding that the teachers in osteopathic schools 
are mainly osteopaths and no doctor of medicine has been allowed to teach in these 
schools. How then can these men be doctors of medicine when they have had no 
training or formal teaching in the science of medicine? 
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Statement number five is the old army game of “passing the buck.” How are 
we to ascertain whether osteopaths are practicing a method of healing founded on 
a scientific basis? Shall we ask that all osteopaths now practicing in Florida go 
back to school and get an M.D. degree? Shall we ask all to pass a certain type of 
medical examination to determine their fitness to practice medicine on a scientific 
basis? Shall we in our great wisdom, however, come out and say that all osteopaths 
are qualified to practice scientific medicine with all the equal rights of doctors of 
medicine? 

In my opinion until osteopaths have had equal training and education with ‘doc- 
tors of medicine they should not be recognized. Those men who are now osteopaths 
and practicing in Florida should not be recognized unless they take further training 
and pass examinations along with doctors of medicine. 


In the future, I think all of this can be eliminated by converting the osteopathic 
schools into medical schools with the same curricula as existing medical schools, 
taught by doctors of medicine. I have no quarrel with osteopaths personally as 
no doubt there are many fine men who believe in the osteopathic approach to 
healing as much as I do the medical approach. This does not mean, however, that 
I have to accept something in which I do not believe. 


The American Osteopathic Association has openly opposed any amalgamation 
or close cooperation with the American Medical Association. 


Here in Florida the president of the Florida Osteopathic Association, George 
W. Frison Sr., in the June issue of the Journal of the Florida Osteopathic Medical 
Association, made this statement: “At present, in my position as President of my 
state organization, I can assure you that the osteopathic profession in the State of 
Florida is not now, has not been in the last 26 years, nor is contemplating any nego- 
tiation toward amalgamation with either the divisional society of the American Medi- 
cal Association or the American Medical Association itself.” 

In my opinion, there is nothing to be gained by the medical profession or the 
public in pursuing this matter further. Our position remains the same: That the 
practice of osteopathy constitutes cultism and there can be no ethical professional 
relations between doctors of medicine and cultism. 


Bana! toric. 











Not by Bread Alone 


That man does not live by bread alone is a 
truism which hardly warrants repeating, certain- 
ly not to members of a profession whose basic 
philosophical thesis is that the good of the patient 
comes first. It should be equally obvious that 
man cannot live completely without bread, and 
that these two ideas are not diametrically opposed 
or in conflict with each other. Unless he is inde- 
pendently wealthy, the doctor who disregards the 
economic aspect of the practice of medicine is not 
likely to be able very long to render service to 
humanity because his creditors will not share his 
unconcern for such mundane matters as money. 

Physicians should have no guilt complex about 
what is termed by short-sighted and unfriendly 
critics as profiting from illness. The “profiting,” 
if any, is from restoring people to economic pro- 
ductivity. The difference in emphasis in these 
two points of view is a very important one. 

In spite of the altruism that surrounds the 
practice of medicine, society recognizes the doctor 
as an economic entity. To cite a few instances: 
The drives for the United Appeal, Cancer Fund, 
YMCA, University Alumni Fund, AMEF, and so 
forth ad infinitum, are always liberally supplied 
with names of doctors who are potential big 
donors. The soaring rates of professional liability 
insurance in the past 15 years attest to the fact 
that doctors are soft touches for big settlements 
for alleged malpractice. The drive by labor unions 
and others to set up closed medical panels and 
thus to “control” the costs of medical care are 
becoming more insistent. Since 1946, there has 
been constantly in motion in the Congress, an 
effort to have the federal government take over 
the practice of medicine. 

Since the government, organized labor, and 
the public in general have shown intense interest 
in the economic aspect of the practice of medicine, 
it is sheer professional suicide for the medical 
profession to continue to ignore or to take a half- 
hearted interest in its own welfare. And how does 
it go about changing this situation? No one can 
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answer in a few sentences, but here are a few 
suggestions: 


1. ABOUT FEES: 


The doctor who thinks he sets his own fees 
is only kidding himself. All he has to do, to get 
some insight into how his fees were arrived at, is 
to watch the newly arrived doctor in town. He 
asks what others charge for various procedures, 
and soon he has established for himself ‘“accept- 
able” fees, that is, fees which are acceptable to 
his patients and to the other doctors in the com- 
munity. If he varies very much from the usual, 
he will hear about it from his patients. Once a 
doctor has decided upon a fair price for his vari- 
ous services, he should make sure his patients 
understand. The patient who believes he has 
been overcharged usually does not understand 
for what he has been charged; he is no different 
in his injured feelings from the doctor confronted 
with an unitemized bill for automobile or tele- 
vision repairs. Most people are willing to pay 
the price if they know what they are buying and 
have been convinced of its worth. 


2. ABOUT FEE SCHEDULES: 


Fee schedules with their implied equality in 
the ability of doctors, in disease, and in patients 
are anathema to physicians but they are here to 
stay, like it or not. The question is: who will 
create these schedules, laymen or doctors? So 
long as there are pooled funds to provide pay- 
ment for medical services by someone other than 
the one who received the services, there will have 
to be some means of assuring the equitable distri- 
bution of these funds. If the funds were unlimit- 
ed, there would be no need for fee schedules; 
however, since the funds are limited, no matter 
how great the total amount, the best way to 
assure that each doctor will get his fair share is 
for the doctors themselves to do the dividing. 
This is the rationale behind the relative value 
system for fee scheduling which has been adopted 
by the Association. 
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3. ABOUT PROFESSIONAL AND PERSONAL 
LIABILITY: 


The professional liability insurance problem 
is been almost insoluble. The consensus of ex- 
erts is that the only way to stem the constant 
i crease in premium rates is to take group action 
i fighting all unwarranted claims and in reduc- 
ing the cost of acquisition and of servicing the 
surance. After ten years of effort on the part 
of the Association, it appears that a group pro- 
fessional liability insurance plan will soon be of- 
fered to members. When this becomes available, 
it will behoove the doctors of Florida to support 


4. ABOUT LOST INCOME FROM ILLNESS: 


For the past six years, the Association has 
offered its members the finest group health and 
accident insurance which could be bought. Be- 
cause the average age of doctors in the Associa- 
tion is about 40, the loss experience under this 
policy has been phenomenally good. To date, 
there have been three increases in benefits, with- 
out increase in premium rates, and one reduction 
in rates. Those doctors who need this kind of in- 
surance (and who does not?) are missing a good 
bet if they are not participating in the Associa- 
tion plan. Other insurance to cover accidents 
and office expenses incurred during illness also 
are available. 
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5. ABOUT RETIREMENT INCOME: 


The Association has been offering for several 
years a combination annuity, stocks and bonds 
and insurance program entitled “Florida Medical 
Association Investment Trust” whereby mem- 
bers may set aside regularly certain sums of mon- 
ey for retirement and be assured of professionally 
competent management of their funds under the 
supervision of the Association. 


6. ABOUT THE ECONOMIC PROBLEMS OF 
OPERATING AN OFFICE: 


With this issue of The Journal begins a new 
feature in which individual problems of general 
interest on subjects of economic interest may be 
submitted to a professional management group 
for consideration. Replies will be published in The 
Journal. This service could be of inestimable 
value to the doctors of Florida and it is hoped 
that it will be freely utilized. 

In conclusion, more hackneyed ideas come to 
mind: in unity, there is strength; two heads are 
better than one; united we stand, divided we fall. 
In short, the problems of the doctor in particular 
are usually those of medicine in general, and 
their best solution is usually achieved through 
group action. Your Association is an instrument 
of service to the medical profession in Florida. 
Its success in accomplishing its purpose depends 
on the active participation and interest of all 
its members in all of its affairs. 

RoBERT E. ZELLNER, M.D. 
ORLANDO 





The American Way of Life 


The Philippine ambassador to the United 
States, General Carlos P. Romulo, appearing 
before the National Red Cross in Cincinnati, 
Ohio, stated: “The American way of life is not 
an ideology; it is a real way of life. The truth is 
that Americans are a spiritual people and they 
show this most strikingly by the way they care 
for the aged, crippled and infirm. The rest of the 
world must be made aware of the contrast be- 
tween the materialism of Communism and the 
spirituality of the American way of life.” 

We as physicians are responsible for the aged, 
crippled and infirm, and so can correctly assume 
that a portion of General Romulo’s statement 
reflects some credit upon our profession. 


The second portion of this statement concerns 
the need for educating our world community to 
know the true nature of the American citizen 
and to judge us by this knowledge rather than by 
that impression created from Communist propa- 
ganda, American commercial advertisements, and 
some of our public servants who are more mate- 
rialistic than is good for our reputation. 

This process of education requires individual 
effort directed toward other individuals with 
similar interests and, if possible, educational 
backgrounds. With this in mind should we not: 
invite our Southern neighbors to the annual 
meeting of the Florida Medical Association; fur- 
nish copies of The Journal of the Florida Medical 











262 


Association for the libraries of the universities in 
the Caribbean, Central and South America of- 
fering courses in Medicine; organize a task force 
of well informed physicians capable of teaching 
and willing to participate in seminar discussions, 
in any area requesting this service? 

Admittedly these suggestions are only a start, 
yet by offering these courtesies, and by showing 
this interest, the picture of an American may be- 
come more real and mutual understanding may 


grow. 
T.M. 








Dr. Pearson 


Those Who Serve 


A Tribute to Dr. Homer L. Pearson Jr. 


By his election to the Board of Trustees of 
the American Medical Association at the June 
meeting in New York, Dr. Homer L. Pearson Jr. 
of Miami has been signally honored by his col- 
leagues. Those of us who know him and have 
served with him professionally or in his duties 
with the Association were not surprised at this 
honor for he is a man who inspires confidence, 
invites cooperation, and epitomizes the practice 
of medicine in his every action—a physician who 
is kind, considerate, patient, understanding, sym- 
pathetic, yet firm and unyielding when necessary. 


Dr. Pearson, chairman of the Judicial Council 
of the Florida Medical Association and formerly 
chairman of the American Medical Association’s 
Judicial Council, represents the life to which he 
is dedicated. He has never worn two hats—one 
as a physician and one as an organization man. 
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On the contrary, he has been the Physician at 
all times and in every sense of the word. We are 
proud that he has been chosen to represent all 
physicians at this crucial time when change in 
the traditional and proved concepts of rendering 
medical care is being proposed for reasons of 
political expediency. 

As special tribute is paid to Dr. Pearson, we 
also recognize with appreciation the many phy- 
sicians who have given unselfishly of themselves 
and their time to participate in activities which 
seek to preserve the rights to which medicine and 
the public are entitled. Chosen as leaders, these 
men have great responsibility. They deserve and 
must have our support. 

REUBEN B. CHRISMAN Jr., 
CorAL GABLES 


M.D. 





Medical Library 
Facilities for All 


What library facilities are available to the 
isolated physician in the small community? Can 
he obtain good literature review to help him in 
studying his patients? Suppose he has an inter- 
esting case to report to his colleagues or a small 
clinical investigation. Where can he get library 
assistance? Let us approach this problem. 


Report of Case 


J. O. Blough, M.D., Mosquito Beach, recently 
had two patients with “Skronk’s disease.” In 
both cases the “serum rhubarbase” was elevated. 
Blough found no reference to this phenomenon 
in available books and journals. He would like to 
check this further. Perhaps he might prepare a 
report for the county medical society meeting or 
for publication. There seem, however, to be no 
medical library facilities in Mosquito Beach. Dr. 
Blough is concerned (fig. 1) since his books and 
journals seem inadequate. Let us list the re- 
sources available to him: 


1.—NEARBY HospiTAL MEDICAL LIBRARIES: 
No matter how small, these will usually have the 
Index Medicus (formerly the Current List of 








From the Baptist Memorial Hospital, Jacksonville. 

Illustrations by iss Frances Houston, MT(ASCP), Sec- 
tion Head, Chemistry. 

Material compiled by Mrs. June King, Medical Librarian. 

Read in a panel discussion on “Getting Research Started,” 
one of American Pathologists meeting, Chicago, Sept. 27, 
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‘Iedical Literature). Dr. Blough should check 
Skronk’s disease,” “‘serum rhubarbase,”’ names of 
rgans involved, and key authors. Now he can 
iake a card index of promising articles, prefer- 
bly in available medical journals. Those in the 
iospital library can be checked, and their refer- 
ence lists utilized. Dr. Blough can request from 
(heir authors reprints of the most pertinent 
articles. 

2.—FLormwA STATE BoarpD oF HEALTH (P.O. 

Box 210, Jacksonville 1): Offers the following 
services to physicians of the state: 

A. Loans books and journals. 

B. Obtains photostats from the National 
Library of Medicine free of charge or 
from the Library of Congress at 20 cents 
per page. 

C. Prepares (without charge) bibliographies 
from the medical indexes. 

D. Checks bibliographies for correctness of 
citation. 

E. Offers general bibliographic assistance. 


3.—UNIVERSITY OF FLORIDA (GAINESVILLE) 
HEALTH CENTER LIBRARY: 

A. Furnishes photoduplicated copies of re- 

quested articles (20 cents per page) published 

since 1945, 

B. For material prior to 1945, loans bound 
volume of journal, with borrower paying 
all postage. 

C. Loans books on an interlibrary loan basis. 

D. Will send one or two pertinent articles on 
any requested subject. 


4.—F.LormwA Mepicat ASSOCIATION: Loans 
available journals. 
5.—Texas Mepicat AssociATION (1801 


North Lamar Boulevard, Austin): Now owns the 
reprint collection of the American College of 
Surgeons. Provides package library service to all 
Fellows of the College without charge save for 
return postage. 

6.—AMERICAN MEDICAL AssociATION: Loans 
packages of reprints of pertinent articles. 


7—SpeciaL Societies: For example, the 
American Cancer Society (521 W. 57th St., New 
York 19, N. Y.) publishes reference lists in neo- 
plasia, which will be mailed without charge and 
furnishes its own published material. 

8.—NATIONAL MepicAL Lisprary (Washing- 
ton 25, D. C.): The world’s largest, most com- 
plete medical library: 
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Fig. 1—J. O. Blough, M.D., Mosquito Beach, is 
disconsolate, since he has only one book and one jour- 
nal in which to look up the “serum rhubarbase” in 
“Skronk’s disease.” In the great wide blank U.S.A. 
there seems to be no help. 





Fig. 2.—Ghost writer. 





Fig. 3.—Medical libraries in all parts of the U. S. 
are rushing material to J. O. Blough, M.D., and he is 
deluged with books, journals, reprints and photostats. 








A. Loans only through local (hospital) librar- 
ies. Full bibliographic information must 
be furnished. 

B. Supplies photocopies (without charge) of 
publications not available locally. 


9.—PROFESSIONAL REFERENCE SERVICES: For 
example, the John Crerar Library (86 East Ran- 
dolph Street, Chicago 1) searches and prepares 
bibliographies and abstracts for average fees of 
$7.50 per hour, technical staff, and $3.00 per 
hour, clerical staff. Translations are also made. 


10.—Guost Writers (fig. 2): We hope Dr. 
Blough will not patronize these. 


Comment 


After seeking such help, Dr. Blough may find 
himself swamped (fig. 3). What shall he do with 
all this material? Drastic though it may sound, 
we strongly urge that he read it, even at the cost 
of time for TV and golf. Dr. Blough needs to be 
familiar with the important articles in the field. 
A literature review should usually be a means to 
an end, and not an end in itself. By using the 
facilities listed, Dr. Blough can, with some time 
and effort, have as good library service as that 
available in the biggest medical center. 

AtvaANn G. Foraker, M.D. 
800 Miami Roap 
JACKSONVILLE 
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Management of Mass Casualties 
by Dr. BERNARD YESNER 


Civil Defense is as essential for the survival 
of our country as Military Defense. The impact on 
the population of the use of nuclear, chemical or 
bacteriological weapons, in either a limited or 
general war; or a natural disaster as a severe hur- 
ricane or tornado is far reaching. The threat of 
these types of warfare, with its capability of mass 
destruction of huge elements of this country, has 
imposed on the Medical and allied health profes- 
sions a tremendous responsibility in this nation’s 
effort to survive a catastrophe. 

The prime objective of civil defense is the 
preparation of the individual and the family for 
a war time attack, or disaster and for their pro- 
tection and preservation of life before and after a 
catastrophe. The objective also includes the im- 
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munization for control of disease and instruction 
of population in all facets of self help. 

These factors put a most severe burden on the 
medical and allied professions, who must assume 
an extremely larger role in the defense of our 
country and in saving the lives of our fellowman. 
Thus, First Aid is the crux of the medical care. 


Management of Mass Casualties 

In Medical Care, we must also realize that the 
patient has to be treated as a whole, that there is 
no place for specialization in Emergency Mass 
Care and that full care is mandatory with every 
physician doing his part in the general therapeutic 
regimen. 

We have to plan and have an understanding of 
Mass Care in that in a disaster (whether civil or 
military) the individual and the nation must con- 
tinue to exist. A nation’s most priceless and fragile 
commodity is the human being who is, unfortu- 
nately, sensitive to radiation, blast, thermal, chem- 
ical, bacteriological, psychological and other 
injuries. 

Emergency Medical Care (self-aid or buddy 
care) of the first 48-96 hours is the most ‘mpor- 
tant part of Mass Care, in that it will have to be 
life saving and life sustaining because untrained 
personnel will care for the injured. The purpose 
of First Aid is to: 

1. Restore life 

2. Restore casualty to a useful state 

3. Prevent physical deterioration until more 
definite treatment can be given. 

First Aid or Survival Care— 

General Principles of First Aid 

1. Never get excited—Act quickly and _ effi- 
ciently. 

2. Keep the patient lying down with the head 
level until he is examined for injuries. 

3. Remove enough clothing to get a clear 
view of the injury. 

4. Examine the patient for shock, hemorrhage 
and cessation of breathing. 

First Aid or Self Care has the following pur- 

poses: 

1. Control Hemorrhage—with pressure band- 
age or tourniquet. Remember, that in 
mass care, the patient may be unattended 
for long periods of time and a tourniquet 
may be left on the extremity for the 
same length of time. It would be best, tho’ 
to use mechanical pressure for the control 
of hemorrhage rather than a tourniquet. 

2. Keep the patient breathing using the now- 
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accepted method of mouth to mouth 

breathing. The procedure is as follows: 

Clear the throat of obstructions. Tilt the 

head back and extend the neck. Lift the 

jaw forward and keep the mouth open. 

Pinch the nostrils closed. Form a tight 

seal with your lips. Blow until you see the 

chest lift. Remove your mouth and inhale- 
then repeat the process. 
3. Splint fractures ‘where they lie.’ 
4. Dressings or bandages on the wounds. To 
close sucking wounds of the chest and to 
cover the wounds so that infection will not 
be introduced. 
Handle the patient as an individual. Help 
to allay his fear and anxiety. 

The most important key to Mass Care is 
Sorting or triage. It is the classifying of the in- 
jured and types of injuries into categories so that 
the patient can be properly routed for further 
care. It is the philosophy of spending less time 
with patients with little hope of survival, and 
more time with those who are salvagable, 

The Four Categories in Sorting Are: 

1. Minimal Injuries—40%—Most can return 
to some duty. Includes simple fractures, lacera- 
tions, contusions, mild burns of the hands and 
face and moderate neuro-psychiatric cases. 

2. Immediate Injuries—20%—-First Priority. 
Includes easily controlled hemorrhage or respira- 
tory defects, severe crushing of the extremities, 
incomplete amputations, severe lacerations and 
open fractures. 

3. Delayed Injuries—20%—Second Priority. 
Includes closed fractures, moderate lacerations 
without extensive bleeding, second and _ third 
degree burns that are mild and noncritical central 
nervous system injuries. 

4. Expectant Care — 20% Last Priority, 
with a very low salvage rate. Includes critical 
central nervous system injuries, abdominal and 
chest injuries, severe burns and multiple severe 
wounds. 

To survive as an individual, we should re- 
member the following general principles: 

1. With warning—close all doors and win- 
dows. If possible, back them up with blankets, 
bedding or heavy furniture or anything that will 
prevent glass from scattering. 

2. Seek cover under a bed or any substantial 
object. If outdoors, seek cover in a ditch or any- 
thing that throws a shadow on you; or any area 
where there will be at least 3 ft. of dirt between 
you and the burst. 
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3. Drop flat on your stomach. Keep your 
face down and count off at least 20 seconds. Don’t 
be curious. 

4. Don’t rush outdoors. 

Remain calm and don’t run wildly about. 
Don’t take chances with food and water. 
Get official information from your Conal- 
rad Station. 640 or 1240 on your radio 
dial. . 

In conclusion, a few general facts may be 
of interest— 

1. A surface burst of a nuclear weapon in- 
cludes radioactive fallout, in addition to 
blast and thermal effects. 

2. Simple shielding may block the thermal 
effects of the burst and prevent a severe 
burn. 

3. Fox holes and properly designed shelters 
may afford good protection against blast 
effects. 

4. Radioactive Fallout (and 90% of radio- 
activity is lost in the first seven hours), 
is like dust and “rolls off.””’ Thus, remov- 
ing clothing and washing with soap and 
water removes 95% of the radioactivity. 
Foods that are covered are safe and can 
be used when the radioactivity material 
is washed off and the can or box opened 
carefully. 

5. It has been shown that no chronic psy- 
choses are due to or the result of a disaster. 
There is tremendous amount of stress be- 
cause of fear of loss of life, loss of stature 
or fear of multilation. Panic, or uncon- 
trolled fright, can be avoided when the 
people are educated and are taught how to 
cope with a disaster in that they have a 
knowledge of first aid and the security of 
knowing that they may survive. 

Reprinted from The Bulletin 
Dade County Medical 
Association, June 1961. 
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Papers for Annual Meeting 

The Committee on Scientific Work requests 
that members desiring to present papers at the 
Association’s Annual Meeting May 9-13, 1962, 
submit an abstract prior to November 20. Those 
planning scientific exhibits should submit a short 
description to the Committee at P.O. Box 2411, 
Jacksonville 3. 
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AIDS TO PRACTICE 








Questions and ccmments on appropriate economic 
and practice management problems are invited for 
publication in this cclumn. Answers to your questions 
will be provided by a panel composed of various Florida 
members of the Medical-Dental-Hospital Bureaus of 
America. 


Question: I hear it soon will be legal to incor- 
porate my medical practice. What remarks would 
you make on the significance of this to Florida 
physicians in individual private practice? 


Answer: Among the primary advantages to 
physicians suggested by advocates of this new 
Florida law is the possible federal income tax 
savings resulting from pension and tax deferment 
plans set up under the corporate form. It is 
hoped that physicians will have an equal oppor- 
tunity with owner-employees of business corpora- 
tions to establish and maintain retirement pro- 
grams acceptable to the Internal Revenue Service. 
For years corporations have been allowed to set 
aside relatively modest amounts, treated as cur- 
rent operating expense to reduce taxable income, 
under certain regulations and conditions, for re- 
tirement payments to employees. Corporation 
owner-employees, however, are not taxed on these 
contributions to the plan until they receive the 
retirement income. 

For medical partnerships and groups this law 
may well do for Florida doctors what the Kintner 
plan and the Keogh bills have not been able to 
accomplish. There is some feeling by at least one 
member of the panel, however, that the individual 
practitioner should proceed slowly toward use of 
the new law. The incompatability between the 
basic characteristics of the “corporate being” and 
the individual medical practice may not be accept- 
able to the IRS, particularly as other states are 
hastening to pass similar laws, and this could rep- 
resent a big bite out of internal revenue currently. 
Why not let some other doctor provide the testing 
ground! Meanwhile, discuss the subject thorough- 
ly with your attorney and tax advisor. 


Question: Have there been any important 
changes in the current version of the Keogh bill 
in Washington, and what are its chances of pas- 
sage into law this year? 


Answer: On May 9 the House Ways and 
Means Committee gave formal approval to H.R. 
10, the Keogh bill, offering self-employed in- 
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dividuals the tax benefits of contributions to 
“qualified” pension and profit-sharing plans. Con- 
tributions to the plan would be deductible from 
current income, as current operating expense, and 
income earned on these contributions would not 
be taxed until funds are withdrawn. Doctors 
would be able to get coverage even though they 
are not subject to social security self-employment 
taxes. Where an owner-employee, (a sole pro- 
prietor or a partner with more than ten per cent 
captial or profits interest), special rules would 
apply. For instance, benefits must not begin 
before age 5914, but must begin before age 701. 
The rules vary between the owner-employee who 
has more than three full time employees and the 
man with no more than three. The deductible 
contribution for the doctor with three or fewer 
employees would be the lesser of 10 per cent of 
practice earnings or $2,500.00. Men with more 
than three employees could exceed this ceiling. 
What are the chances of becoming law now? 
Slight, we judge, in light of Washington’s in- 
creased needs for arms spending. 

Question: What is the best procedure to fol- 
low to protect my fee on a deceased patient? 
Answer: Prompt efforts should be made to 
identify and contact the person who is responsible 
for the deceased patient’s bill. This may be a 
husband, or the father of a minor child, who. 
merely by his relationship, is responsible for the 
fee. Or, it may be some other relative or a non- 
relative who is the guarantor. Such a guarantor 
perhaps cannot be held to his responsibility un- 
less the commitment is in writing. If the foregoing 
cannot be accomplished, check with the probate 
court of your county to see if there is an estate 
filed. Your claim against the estate must be filed 
within eight months of the time the estate is filed 
for probate. If there is no estate, try to establish 
the liability and resolve manner of payment as 
soon after death as possible. 

Question: Have “collections” dropped off re- 
cently for Florida physicians? 

Answer: Conditions affecting collection of fees 


differ widely in various sections of the state; for 


example, between primary tourist and non-tourist 
sections. For this reason, no categorical answer 
can be given. Your local Medical-Dental-Hospi- 
tal Bureau can give you their experience on the 
local level. But first, cast a jaundiced eye upon 
your front office to be sure your billing and fol- 
low-up routines have not suffered a recent set- 
back! 
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American Medical Association 
110th Annual Meeting 


Osteopathy, medical discipline, communica- 
ions, surgical assistants, drug legislation, general 
yractice residencies, relations with allied health 
professions and services, and poliomyelitis vaccine 
were among the major subjects covered by 115 
resolutions and 28 reports acted upon by the 
House of Delegates of the American Medical 
Association at its 110th Annual Meeting held 
June 25-30, 1961, in New York City. Dr. George 
M. Fister of Ogden, Utah, a member of the Board 
of Trustees and previously a member of the House 
of Delegates, was named president-elect of the 
Association. Dr. Fister will become president at 
the June 1962 annual meeting in Chicago, suc- 
ceeding Dr. Leonard W. Larson of Bismarck, 
N.D., who assumed office at the Tuesday night 
inaugural ceremony in New York. Dr. Homer L. 
Pearson Jr. of Miami was elected to the Board of 
Trustees and was succeeded on the Judicial Coun- 
cil by Elmer G. Shelley of North East, Pa. Total 
registration reached 64,679, including 23,083 phy- 
sicians. 

The House of Delegates voted tu present the 
1961 Distinguished Service Award to Dr. Walter 
H. Judd of Minneapolis, physician and member 
of the Congress, for his contributions as a medical 
missionary, humanitarian and statesman devoted 
to world peace. Dr. Frederick J. Stare, chairman 
of the Department of Nutrition at Harvard 
Medical School, received the 1961 Goldberger 
Award in Clinical Nutrition. 


Osteopathy 


In considering a report of the Judicial Council and 
three resolutions on the subject of osteopathy, the House 
of Delegates agreed with the intent of the report and 
resolutions, but instead adopted the following statement 
of policy: 

“1. There can never be an ethical relationship between 
a doctor of medicine and a cultist, that is, one who does 
not practice a system of healing founded on a scientific 
basis. 

“2. There can never be a majority party and a 
minority party in any science. There cannot be two 
distinct sciences of medicine or two different, yet equally 
valid systems of medical practice. 

“3. Recognition should be given to the transition 
presently occurring in osteopathy, which is evidence of 
an attempt by a significant number of those practicing 
osteopathic medicine to give their patients scientific 
medical care. This transition should be encouraged so 
that the evolutionary process can be expedited. 

“4. It is appropriate for the American Medical As- 
sociation to reappraise its application of policy regarding 
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relationships with doctors of osteopathy, in view of the 
transition of osteopathy into osteopathic medicine, in 
view of the fact that the colleges of osteopathy have 
modeled their curricula after medical schools, in view 
of the almost complete lack of osteopathic literature 
and the reliance of osteopaths on and use of medical 
literature, and in view of the fact that many doctors 
of osteopathy are no lenger practicing osteopathy. 

“5. Policy should now be applied individually at 
state level according to the facts as they exist. Heretofore, 
this policy has been applied collectively at national 
level. The test now should be: Does the individual 
doctor of osteopathy practice osteopathy, or does he 
in fact practice a method of healing founded on a 
scientific basis? If he practices osteopathy, he practices 
a cult system of healing and all voluntary professional 
associations with him are unethical. If he bases his 
practice on the same scientific principles as those adhered 
to by members of the American Medical Association, 
voluntary professional relationships with him should not 
be deemed unethical.” 


Medical Discipline 


In a major move designed to strengthen the pro- 
fession’s disciplinary mechanisms, the House approved the 
conclusions and recommendations of the. Medical _ Dis- 
ciplinary Committee, with only three word changes. The 
House discharged the committee with thanks and com- 
mendation and directed that its functions be assumed 
as a continuing activity of the Judicial Council. 

One recommendation suggests that “The by-laws of 
the American Medical Association be changed to confer 
original jurisdiction on the Association to suspend or 
revoke the AMA membership of a physician guilty of a 
violation of the Principles of Medical Ethics or the 
ethical policy of the American Medical Association re- 
gardless of whether action has been taken against him at 
loca! level.” 

Another “encourages and urges that each state as- 
sociation report annually to the American Medical As- 
seciation all major disciplinary actions taken within its 
jurisdiction during the preceding calendar year.” 

The report urged state and county medical societies 
to utilize grievance committees as “grand juries” to initiate 
action against an offender so as to obviate the necessity 
of making an individual member of a medical society 
complain against a fellow member. 

The House suggested that each medical school develop 
and present a required course in ethics and socioeconomic 
principles, and that each state board of medical. examiners 
include questions on ethics and proper socioeconomic 
practices in all examinations for license. 

The report concluded with a recommendatien that 
“American medicine at the national, state and local 
level maintain an active, aggressive and continuing in- 
terest in medical disciplinary matters so that, by a de- 
monstraticn of good faith, medicine will be permitted to 
continue to discipline its own members when necessary.” 


Communications 


Acting upon four resolutions related to the Associa- 
tion’s public relations program, the House adopted a 
substitute resolution directing the Speaker of the House 
of Delegates to name seven elected members of the 
House as a special committee “to study and continually 
advise the Board of Trustees on the broad planning and 
coordination of all phases of communications of the 
American Medical Association, so that the public and the 
members of the medical profession are properly and ade- 
quately advised of the policies and concern of the medical 
profession with respect to all phases and aspects of 
medical care for all people.” 


Surgical Assistants 


The House approved the following five basic prin- 
ciples developed by the Judicial Council and the Council 
on Medical Service on the subject of surgical assistant’s 


fees: 
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“1. Each member of the A.M.A. is expected to 
observe the Principles of Medical Ethics in every aspect 
of his professional practice. 

“2, Each doctor engaged in the care of the patient is 
entitled to compensation commensurate with the value 
of the services he has personally rendered. 

“3. No doctor should bill or be paid for a service 
which he does not perform; mere referral does not 
constitute a professional service for which a professional 
charge should be made cr for which a fee may be 
ethically paid or received. 

“4, It is ethically permissible for a surgeon to employ 
other physicians to assist him in the perfomance of a 
surgical procedure and to pay a reasonable amount for 
such assistance. 

“This principle applies whether or not an assisting 
physician is the referring doctor and whether he is on 
a per-case or full-time basis. The controlling factor is the 
status of the assisting physician. If the practice is a sub- 
terfuge to split fees or to divide an insurance benefit, or 
if the physician is not actually employed and used as a 
bona fide assistant, then the practice is contrary to 
ethical principles. 

“5. Under all other circumstances where services are 
rendered by more than one physician, each physician 
should submit his own bill to the patient and be compen- 
sated separately.” 


Efficacy of Drugs 


The House strongly endorsed a Board report which 
pointed out the problems that would result from 
amending the Food, Drug and Cosmetic Act to authorize 
the Food and Drug Administration to determine the 
efficacy, as well as the safety, of a prescription drug 
prior to the approval of a new drug application. The 
American Medical Association will oppose such legislation 
before the Kefauver Committee, the report pointed out, 
on the basis that “a decision with respect to the effective- 
ness of drugs is dependent upon extended research, ex- 
perimentation and usage.” 


General Practice Residencies 


On the subject of creating new two year, residency 
training programs in general practice, the House ap- 
proved a substitute resolution directing the Council on 
Medical Education and Hospitals to consider for ap- 
proval, in addition to the currently existing Family 
Practice Program, other two year programs in general 
practice which incorporate experience in obstetrics and 
surgery. The Council will review these programs on the 
basis of their individual merits and conduct a long range 
evaluation of the new programs as well as the previously 
established Family Practice Program. 


Relations with Other Health Professions 
and Services 


The House approved the establishment of a new 
Commission to Coordinate the Relationships of Medicine 
with Allied Health Professions and Services. The Com- 
mission will correlate and catalogue the reports of the 
subcommittees and will act as liaison agent between 
the subcommittees and those Councils where there may 
be overlapping interests. 


Polio Vaccine 


Approving a report by the Council on Drugs on the 
present status of poliomyelitis vaccination in the United 
States, the House urged that it be made available to all 
physicians through the most effective communications 
media. The report clearly outlines procedures recom- 
mended for implementation of mass vaccination with the 
new oral vaccine when it becomes available and pro- 
vides the practicing physician with a reliable series oi 
answers to the many questions which will arise during 
the change-over from Salk vaccine to oral vaccine. It 
emphasizes, however, that “physicians should encourage, 
support and extend the use of Salk vaccine on the 
widest possible scale at least until the oral polio-virus 


REPORTS 





VotumeE XLVII! 
NuMBER 3 


vaccines currently under development and clinical triai 
become available.” 


Miscellaneous Actions 


In dealing with resolutions and reports on a wide 
variety of other subjects, the House approved the 
“Guides to Physician Relationships with Medical Care 
Plans,” submitted by the Council on Medical Service, 
with two changes. It reaffirmed its support of the 
Kerr-Mills program for the needy and near-needy aged 
and its opposition to any legislation of the King-Anderson 
type, declaring that the medical profession “will not be 
a willing party to implementing any system which we 
believe to be detrimental to the public welfare.” It also 
approved a markedly expanded drug information pro- 
gram, adopted the final report of the Special Study 
Committee of the Council on Medical Education and 
Hospitals, decided to hold the 1963 Clinical Meeting 
in Portland, Ore., and approved a plan by the Associa- 
tion’s Department of International Health to cooperate 
in the recruitment of volunteer physicians for emergency 
medical service in foreign mission fields. 

In addition, the House agreed to an increase of $20 
in the annual membership dues to be implemented over 
a period of two years: $10 on Jan. 1, 1962, and $10 
additional on Jan. 1, 1963. It also discontinued the 
Association’s General Practitioner of the Year award, 
opposed legislative and administrative mandates which 
would compel physicians to prescribe drugs, or require 
pharmaceuticals to be sold, by generic name only, reaf- 
firmed the Association’s opposition to compulsory in- 
clusion of physicians under the Social Security system, 
urged immunization campaigns against both tetanus and 
influenza, and asked state and county medical societies 
to give full support to the First National Congress on 
Medical Quackery to be sponsored jointly next October 
6 and 7 in Washington, D. C., by the American Medical 
Association and the Food and Drug Administration. 


Leaders Speak 


At the opening session on Monday, Dr. E. 
Vincent Askey of Los Angeles, retiring president, 
challenged physicians and medical organizations 
to re-examine their own efforts to strengthen and 
improve medicine, and he warned against de- 
featism and failure to accept personal responsi- 
bility for answering criticisms. Dr. Larson, then 
president-elect, called on the profession to 
strengthen methods of self discipline in both the 
state and county societies, adding that physicians 
must be concerned with improper or incompetent 
practice and unethical actions of all kinds. In 
his inaugural address on Tuesday night, he said 
that the really good doctor, guided by the pro- 
fessional spirit, will always remember that medi- 
cine exists for just one purpose—to serve human- 
ity. When the essence of that spirit is diluted or 
destroyed, either in an individual physician or 
in a nation, he added, medicine ceases to be a 
profession in the highest sense of the word. 

RESPECTFULLY SUBMITTED 

Burns A. Dossins Jr., M.D. 

FrANcIs T. HoLLAnp, M.D. 

MEREDITH MALLory, M.D. 

REUBEN B. CHRISMAN Jr., M.D., 
CHAIRMAN 
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°K lowers motility 
*k controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G. D. SEARLE « co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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NEWS & PERSONALS 











Dr. William M. Rowlett of Tampa, following 
the June meeting of the American Medical As- 
sociation in New York, went to England where he 
attended a conference of the delegates of the 
British Medical Association at Sheffield. 

Sw 

The color motion picture “Man Returns to 
the Sea” produced by Dr. G. Dekle Taylor of 
Jacksonville has been selected for exhibition at 
international film festivals being held at Venice, 
Berlin, Edinburgh, Stratford and Vancouver. The 
film is one of a group of 46 non-theatrical films 
selected by the Committee on International Non- 
Theatrical Events as an American entry in the 
festival. 

4 

Dr. Edward R. Annis of Miami was principal 
speaker at a meeting of the Knoxville (Tenn.) 
Academy of Medicine on July 19. On August 1, 
Dr. Annis addressed a meeting of the Chattanooga 
and Hamilton County Medical Society at Chat- 
tanooga, Tenn. On July 17, he was in Jacksonville 
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where he was principal speaker at a meeting of 
the Rotary Club of that city. 
ya 
Drs. George H. Garmany of Tallahassee and 
Alpheus T. Kennedy of Pensacola have been ap- 
pointed as members of the State Board of Medical 
Examiners by Governor Farris Bryant. 
Sw 
Dr. Andrew E. Lorincz of Gainesville, As- 
sistant Professor of Pediatrics at the University 
of Florida College of Medicine, was in Europe 
during August where he lectured in various 
medical schools and research institutions. He pre- 
sented a paper at the Fifth International Congress 
of Biochemistry held in Moscow. 
ya 
Dr. Perry A. Sperber Jr. of Daytona Beach 
has been made a Fellow in the American Associa- 
tion for the Advancement of Science in recogni- 
tion of his research work and publications in the 
field of medicine. 
Sw 
Dr. Robert J. Brown of Jacksonville has been 
elected to the Board of Directors of the Jack- 
sonville Blood Bank. Dr. Brown is secretary of 
the Duval County Medical Society. 
Zw 
The University of Miami School of Medicine 
has received $184,698 in new and renewal grants 
from the National Institutes of Health. The 
funds have been allotted to research programs 
in medicine, surgery, cardiology, cancer and 
virus research being conducted by Drs. William 
L. Pond, Ulfar Jonsson, Robert J. Boucek, Robert 
S. Litwak, Frank Gollan and Paul W. Boyles. 


vw 
Dr. James R. West of Lakeland was among 
the group of Florida physicians attending the 
recent Mountain Top Medical Assembly held 
at Waynesville, N. C. 
Sw 
Dr. J. Champneys Taylor of Jacksonville 
presented two addresses at the Southern Obstetric 
and Gynecologic Seminar held July 17-22 at 
Asheville, N. C. On July 18, Dr. Taylor dis- 
cussed ‘“‘Marriage Counseling” and on the final 
day of the Seminar, participating in the program 
on office gynecology, he discussed “Artificial In- 
semination.”’ 


ww 
Dr. M. Eugene Flipse of Miami, Professor of 
Medicine at the University of Miami School of 
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IN COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


(I) LABORATORIES 
New York 18, N. Y. 
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(Brand of phenylephrine hydrochloride) 
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NASAL SOLUTIONS AND SPRAYS 





Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
142% to 1%; and in aromatic solution and water 
soluble jelly. 
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Medicine, served as chairman of the program 
committee which developed the four day sym- 
posium sessions and arranged the bilingual trans- 
lation at the Third Inter-American Conference 
on Occupational Medicine held in Miami August 
6-10. Assisting with other arrangements was Dr. 
Milton M. Coplan of Miami. 
aw 

Dr. F. Gordon King of Jacksonville attended 
the surgical section meetings of the Texas Medical 
Assembly held at Houston in July. 


Sw 
Dr. Fred E. Manulis of Palm Beach, governor 
for Florida of the American College of Gastroen- 
terology, has announced that the Annual Course 
in Postgraduate Gastroenterology presented by 
the College will be held at the Sheraton-Cleveland 
Hotel in Cleveland on October 26-28. 
vw 
Dr. Mason Romaine III of Jacksonville has 
announced that three faculty members of the 
University of Florida College of Medicine have 
been given grants totalling $23,760 which will be 
used to conduct research on diseases of the heart 
and blood vessels. They are Drs. Richard T. 
Smith, Melvin J. Fregly and Clyde M. Williams. 
Dr. Romaine is president of the heart association. 
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The 22nd annual meeting of the American 
Fracture Association will be held September 16-23 
at the Shoreham Hotel in Washington, D. C. 

Dr. John A. D. Cooper will be installed as 
dean of the University of Miami School of Medi- 
cine this fall. At present, he is associate dean of 
Northwestern University Medical School, and 
also professor of biochemistry. Dr. Cooper had 
undergraduate work at the University of New 
Mexico and graduate study in_ biochemistry 
and medicine at Northwestern. He was awarded 
the Ph.D. degree in 1943 and the degree in medi- 
cine in 1951. September 
Florida Society of Anesthesiologists, Sept. 16-17, 

The Carosel, Daytona Beach 
Seminar in Neurology, Sept. 28-30, College of 

Medicine, University of Florida, Gainesville 

October 
Florida Academy of General Practice, Oct. 6-8, 

Hotel Diplomat, Hollywood 
Florida Psychiatric Society, Oct. 21-22, Grand 

Bahama Hotel, West End, Grand Bahama 

Island 
Seminar in Orthopedic Surgery, Oct. 26-28, Col- 

lege of Medicine, University of Florida, 


yainesville 
G November 


2nd Postgraduate Medical Seminar Cruise, Nov. 
2-12, S. S. Hanseatic, College of Medicine, 
University of Florida, Gainesville 

Florida Urological Society, Nov. 3-5, The Inn, 
Ponte Vedra, Fla. 

Florida Pediatric Society, Nov. 9-12, Cherry Plaza 
Hotel, Orlando 

December 

Florida Obstetric and Gynecologic Society, Dec. 

1-3, Gault Ocean Mile Hotel, Fort Lauderdale 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because ...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
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OBITUARIES 











Andrews, Laurin L., Avon Park; George 
Washington University School of Medicine, Wash- 
ington D. C., 1910; engaged in the general prac- 
tice of medicine in Dade County from 1937 until 
several years before his death when he retired to 
Avon Park because of impaired health; was a 
founder of the hospital which has since become 
Hialeah Hospital; member of the American Acad- 
emy of General Practice and a charter member of 
the Florida Academy of General Practice; died 
February 16, aged 87, of coronary thrombosis. 


Barney, Burton F., Palm Beach; University of 
Michigan Medical School, Ann Arbor, Mich., 
1931; member of the American Medical Associa- 
tion, Southern Medical Association and American 
Dermatological Association; practiced derma- 
tology in West Palm Beach for 14 years, coming 
there from Columbus, Ohio, where he had prac- 
ticed for 11 years; died May 19, aged 56, after 
an extended illness. 
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Brantley, Grady H., Lake Worth; born in Law- 
renceville, Ga., on Dec. 10, 1889; Georgia College 
of Eclectic Medicine and Surgery, Atlanta, Ga.. 
1916; interned at Georgian Hospital in that city; 
veteran of World War I; engaged in the general 
practice of medicine in Lake Worth for more than 
40 years and served as mayor from 1939 to 1945; 
member of the American Medical Association and 
the Southern Medical Association; died February 
9, aged 71 years, 


Brown, Edwin H., Green Cove Springs; born 
in Sharon, Pa., on Nov. 7, 1911; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 
1937; interned and served a residency in general 
surgery at the Duval Medical Center in Jackson- 
ville; staff member in general practice at the Clay 
County Memorial Hospital; member of the South- 
ern Medical Association and the American Medi- 
cal Association; died April 15, aged 49. 


Gill, Euclid Borland, Fort Lauderdale; born in 
New Orleans, La., in 1900; Tulane University 
School of Medicine, New Orleans, 1923; interned 
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With its sensitive recording system the dual-speed 
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Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 





Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 
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at Charity Hospital, New Orleans; was Clinical 
Assistant in Pediatrics at his alma mater for two 
years; engaged in the general practice of medicine 
in New Orleans until 1946, in Fort Lauderdale 
until 1953, in Leesburg until 1955 and in Fort 
Lauderdale again from 1955 until his death; 
veteran of World War I; member of the American 
Medical Association; died May 8, aged 60, 
after a long illness. 


Grace, William H., Fort Myers; son of Dr. 
George M. Grace, born at Graceville, Dec. 18, 
1881; Tulane University School of Medicine, New 
Orleans, La., 1906; practiced in Chipley until 
1924 when he located in Fort Myers; member of 
the American Medical Association, Southern Med- 
ical Association and American Academy of Gen- 
eral Practice, fellow of the American Geriatrics 
Society, and past president of the Tulane Alumni 
Association; honored in 1956 for 50 years of serv- 
ice to medicine by his alma mater and by the 
Lee County Medical Society, which he served for 
several terms as secretary and president; died 
March 23, aged 79, of pulmonary infarction and 
phlebothrombosis. 


Burdick EK III Electrocardiograph 


1. Two speed recording 
2. Easy top-loading paper assembly 
3. Newly designed, more sensitive galvanometer 


4. Stylus that faithfully gives high fidelity re- 
cording 


Rapid lead selection without base line shift 


AND MANY OTHER FEATURES 
Priced at $790. Stand for the above $50 


wn 


urgical , 
SUPPLY COMPANY 
1050 West Adams Street 


Jacksonville 3, Florida 
Telephone: ELgin 5-8391 


FEATURING THE COMPLETE BURDICK LINE 
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Mitchell, George Alfred, Coral Gables; born in 
Osceola, Mo., in 1910; St. Louis University School 
of Medicine, St. Louis, 1936; served an internship 
at the St. Louis University Hospital Group and in 
1940 completed a residency there; entered the 
private practice of obstetrics and gynecology in 
Miami in 1940; a founder member and immediate 
past president of the medical staff of Doctors 
Hospital and a director of its John T. McDonald 
Foundation; veteran of World War II; member 
of the American Medical Association, the Ameri- 
can College of Surgeons and the Southern Obstet- 
rics and Gynecology Society; died March 5, aged 
50 years. 


Paty, Philip B., Dunedin; born in Soochow, 
China, Jan. 5, 1926; Emory University School of 
Medicine, Atlanta, Ga., 1952; member of the 
American Heart Association and a fellow of the 
American Geriatrics Society; cardiologist at Mease 
Hospital, where he died May 5, aged 35. 


Roche, Thomas W., Jacksonville; born in 
Miami Beach on Feb. 21, 1924, the son of Dr. 
Charles F. Roche, one of the first physicians to 


(Continued on page 284) 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


COMPLAINS OF Sitaithitemernisaeriein 
fF flatulence, belching, 

intestinal atony, 

indigestion 


CONSIDER biliary dysfunction and NEQCHOLAN 








_ NEOCHOLAN® oo 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); t PITMAN-MOORE COMPANY 
Homatropine methylbromide 1.2 mg.; Phenobarbital '] DIVISION OF THE DOW CHEMICAL COMPANY 

I INDIANAPOLIS 6, INDIANA 





8.0 mg. Supplied in bottles of 100 tablets. 











when your patient needs 
a potent steroid...simplified control 
of subacute or chronic disease... 




















New Aristocort Forte 


TRIAMCINOLONE 


Diacetate Parenteral Suspension Lederle 










highly effective repository action with single, 
or infrequent, I. M. injections 


Single I.M. doses of ARISTOCORT FORTE 4 to 7 times the usual daily oral 

dose can control symptoms 4 to 7 days, or even longer —sometimes up to 4 weeks 
in responsive conditions. ... Total amount of steroid required is 
often less than with oral forms. Thus, steroid side effects are 
minimized. Another advantage of ARISTOCORT FORTE: may 
be given through a small-gauge needle, causing the patient no 
discomfort... plus the special advantages of triamcinolone. 

















INDICATIONS: Asthma and other allergies, including allergic rhinitis, 
hay fever, drug reactions; dermatoses, including psoriasis, poison ivy, 
urticaria, atopic eczema, pruritus; rheumatoid arthritis and other 
musculoskeletal conditions. 


ARISTOCORT FORTE Parenteral — a suspension of 40 mg./cc. of 
triamcinolone diacetate micronized in: polysorbate 80 USP... 0.20%; 
polyethylene glycol 4,000 USP ...3%; sodium chloride... 0.85%; 
benzyl alcohol ... 0.90% ; water for injection q.s....100%; 
hydrochloric acid to approx. pH 6. 


Not For Intravenous Use 


Request complete information on indications, dosage, precautions and 
contraindications from your Lederle representative, or write to 
Medical Advisory Department. 







> LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 





\ 


_as it calms anxiety! 


| 51:0o0th, balanced action lifts 
le>ression as it calms anxiety... 
rapidly and safely 


ee 


Balances the mood —no “seesaw” Acts swiftly — the patient often feels 
faeffect of amphetamine-barbiturates better, sleeps better, within a few 
“end energizers. While amphetamines days. Unlike the delayed action of most 
é dnd energizers may stimulate the patient other antidepressant drugs, which may 
A-they often aggravate anxiety and take two to six weeks to bring results, 
ytension. Deprol relieves the patient quickly — often 

| . : within a few days. Thus, the expense to 

And although amphetamine-barbiturate _the patient of long-term drug therapy can 

ombinations may counteract excessive be avoided. 


timulation—they often deepen depression. 
Acts safely — no danger of liver 


Wn contrast to such “seesaw” effects, damage. Deprol does not produce liver 
Deprol’s smooth, balanced action lifts damage, hypotension, psychotic reactions 
lepression as it calms anxiety—both at the or changes in sexual function—frequently 
ame time. reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (5C patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. : 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


(ff) WALLACE LABORATORIES / Cranbury, N. J. 
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How to help your patient stick to a 
low sodium diet 


‘The secret ingredient in a successful diet is acceptance. 
Dishes that are low in sodium can gain flavor and appetite 
appeal from a variety of other herbs and seasonings. 
Broiled hamburger, for instance, tastes delicious when it's 
seasoned with thyme, marjoram and pepper. Rosemary, 
lemon and sweet butter turn broiled chicken into an ele- 

gant main dish. In fact, sweet butter can be used many ways A glass of beer 
—with tarragon on carrots, nutmeg on beans, oregano on a od 
tomatoes, savory on limas. Onions boiled with thyme Sodium 7 ma/100 rm. 
are tempting enough to please the palate of any dieter. erage tt Renato Geant 
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Cooking with herbs spices up a patient's diet 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 535 Fifth Avenue, N.Y. 17, N.Y. 
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effective, palatable, economical 


CREMOSUXIDINE® [ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 


Additional information on CREMOSUXIDINE is available to physicians on request. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., inc., WEST POINT, PA. 


CREMOSUXIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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(Continued from page 276) 

practice there; University of Michigan Medical 
School, Ann Arbor, Mich., 1953; interned at the 
University of Virginia Hospital, Charlottesville, 
Va.; served residencies at Mercy and Victoria 
hospitals in Miami and St. Francis Hospital in 
Miami Beach; engaged in the general practice of 
medicine in Miami Beach for five years; served 
as a voluntary instructor on the faculty of medi- 
cine of the University of Miami School of Medi- 
cine; veteran of World War II, member of the 
American Medical Association; located in Jack- 
sonville in February 1960; died Dec. 5, 1960, 
aged 36. 

Walters, Arthur Louis, Miami Beach; born 
in Battle Ground, Ind., in 1884; Johns Hopkins 
University School of Medicine, Baltimore, 1912; 
gained national recognition as Director of Re- 
search Laboratories for Eli Lilly & Company for 
his original work in the development and produc- 
tion of insulin; came to Miami Beach in 1925 as 
Director of Medicine at Allison Hospital, later St. 
Francis Hospital, where he served for years as 
president of the staff; member of the American 
Medical Association, the National Diabetic Asso- 
ciation and the American College of Physicians; 
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member of the Committee on Publications of The 
Journal for a number of years; died January 26, 
aged 77 years. 

Wylie, LeRoy A., Bradenton; born in Lynn, 
Mass., in 1885; New York University College of 
Medicine, New York City, 1911; entered the 
practice of surgery in St. Petersburg in 1920; was 
a founder of Faith Hospital, which later became 
St. Anthony’s Hospital; veteran of both World 
Wars; after World War II, spent four years in 
Washington with the Bureau of Medicine and 
Surgery; life member and past president of the 
Pinellas County Medical Society; member of the 
American Medical Association; moved to Braden- 
ton upon retirement in 1950; died March 4, aged 
75 years. 

Williams, William C. Jr., Delray Beach; born 
in Twiggs County, Ga. 1887; Atlanta School of 
Medicine, 1911; general practice at Cary, Ga., 
until September, 1925; medical officer World War 
I; former state senator and member Georgia 
Board of Medical Examiners; located in Delray 
Beach in 1925; additional training Edward Hines 
Veterans Hospital; returned to West Palm Beach 
in 1935 for practice of urology and surgery; re- 
tired in 1958; died June 13; aged 74. 





SILENT SOUND and 


AN AMAZING SCIENTIFIC BREAK THROUGH 


Powerful sound waves—you can’t hear them—Soon to 
have a startling impact on food you eat, clothes you wear, 
houschold duties you avoid, and most of all, the already 
established medical diagnostic and therapeutic application. 

All magnificently summarized by Walter Fischman and U 


available to you on request. 





WE NO LONGER LIVE IN A SINEWAVE ERA 


Cae 


—FACIAL EXERCISER. 














na ade 


‘2 
U. S$. 





odel 108 





Transistorized-Electronics has taken us out, and Zeigler 
has placed us in the new field of activation, physiologic 
exercise, and clinically tested results for the palsies, 
post surgical and metabolic problems of the past. Scien- 
tific reports also available on request. 

Perfor:iance, craftsmanship, versatility, Underwriters 
Laboratories listed and full service warrantee crown 


both of these Zeigler units. 


ZEIGLER OF FLORIDA, INC. 


1150 S. W. 22nd. Street 
Miami 36, Florida 
Tel. FR 7-2044 





Activator Model Y-4 
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He needs his muscles working properly— 
when they aren’t, he needs 


Trancopal 


How to use 


Trancopak 


Brand of chlormezanone 


for 
painful muscles 





When a muscle is strained, it 
goes into a spasm that produces 
pain; this is followed by more 
spasm for splinting, and then 
more pain. 


When you prescribe Tranco- 
pal, you break this vicious cycle 
and relieve the patient's dis- 
comfort. Trancopal will ease 
the spasm and consequently the 
pain, and its mild tranquilizing 
effect will make the patient less 
restless. You can then start him 
on purposeful exercise or phy- 
sical therapy. 


In addition to its usefulness 
in syndromes resulting from 
overstraining (such as low back 
pain or tennis elbow), Tranco- 
pal will relax the spasm and 
pain that are features of torti- 
collis, bursitis, fibrositis, myo- 
sitis, ankle sprain, osteoarthri- 
tis, rheumatoid arthritis, disc 
syndrome and postoperative 
muscle spasm. Trancopal is 
available in 200 mg. Caplets® 
(green colored, scored ) and in 
100 mg. Caplets (peach col- 
ored, scored ), bottles of 100. 
Dosage: Adults, 1 Caplet (200 
mg.) three or four times daily; 
children (5 to 12 years), from 
50 to 100 mg. three or four 
times daily. 


iithvop LABORATORIES 
New York 18,N.Y. 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 


Woman’s Auxiliary 


























HATEVER your first requi- 

sites may be, we always 

endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION Press help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
PUBLICATIONS ¥% BROCHURES 


CONVENTION 
PRESS 


218 WaestT Cavecnr St. 


JACKSONVILLE, FLORIDA 
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Member American Hospital Association 
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Is Your Wife A Member 
Of the Woman’s Auxiliary 

To Your County Medical Society? 
Answer: “No” 

Then we need your help! 

Yes, we do. 
In the form of encouragement. 

Urge her to attend her nearest medical aux- 

iliary meetings. 

She will not only become better acquainted 

with other physicians’ wives, but also will 

be an informed wife who can help you because 
she is aware. 

With socialized medicine breathing down our 

backs, it will take all of us, working together, 

talking together, and pulling together in the 
supreme task of warding off detrimental legis- 
lation. 

Encourage her to attend so she will know 

what we stand for. Then she will be able to 

go out and speak her beliefs in deeds. 
Answer: ‘‘Yes”’ 

Good! 

Give her a kiss, tell her how much you appreciate 
her being interested—and send her on to her 
auxiliary meeting. 

Don’t begrudge her the hours she is away. 
You have given her the opportunity to be an 
auxiliary member. Now give her the opportunity 
to promote your cause. For the future’s sake 

-be glad! 
Mrs. Edward W. Ludwig 
Membership Chairman, 
Woman’s Auxiliary to the Florida 
Medical Association, Inc. 


MIAM] MEDICAL CENTER 


P. L. Dopnce, M.D. 
Medical Director and President 
1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 








A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
therapy, Insulin, Electroshock, Hydrotherapy 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 
yacht. 









Information on request 
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FOR SALE: Due to sudden recent death, es- 
ta lished General Practice on Florida Gold Coast 
co iplete with records and equipment, Located near 
tw» open staff hospitals in exclusive residential area. 
22:0 N. E. 32nd Court, Pompano Beach, Fla. Phone 
W :itehall 1-2240. 

LOCATION DESIRED: Prefer central Florida, 
as:ociate or group practice. General practitioner, 30, 
m:rried, two years general practice in Air Force, 
available July, 1962. Write 69-438, P. O. Box 2411, 





Ja ksonville, Fla. SPINEL 
PRIME-PROVEN LOCATION: Main business 
street. Long established Medical Clinic building. 


Landmark in center of large residential area. Two 
suites available. Excellent for Surgeon, Ob-Gyn, 
Psychiatry, Medicine, etc. Air-conditioned, heat and 
ample parking. 1108 Normandy Dr., Miami Beach. 
Phone Union 6-3780. 

GENERAL PRACTITIONER WANTED: As as- 
sociate on or before January 1, 1962 for Daytona 
Beach. Wonderful opportunity for near future part- 
nership. Write 69-439, P.O. Box 2411, Jacksonville, 
Fla. 

LOCATION DESIRED: Diplomate, Board of 
Radiology, owns Radium, Oak Ridge trained desires 
re-location in Florida. Recent Florida Basic Science 
certificate. Hopeful of availability early 1962. Write 
69-440, P.O. Box 2411, Jacksonville, Fla. 

SPACE AVAILABLE IN HOLLYWOOD: Attrac- 
tive medern building, low rental, excellent for Urol- 
ogist, Ophthalmologist, or other specialty. Easily ac- 
cessible, good parking, air-conditioned, panelling. 
Phone Wabash 2-5668, Hollywood, Fila. 








CLINIC WANTED: Gulf Harbors, 32 miles north 
of Tampa on Route 19, desires principles to build 
and/or operate clinic. Write Floramar Develcpment 
Corporation, 203 N. Michigan Ave., Chicago 1, Illinois. 
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BOOK REVIEWS 











Steric Course of Microbiological Reactions. 
CIBA Foundation Study Group No. 2. Edited by G. E. 
W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P., and 
Cecilia M. O’Connor, B.Sc. Pp. 115. Illus 37. Price, 
$2.50. Boston, Little, Brown and Company, 1959. 


The Ciba Foundation, supported and initiated by the 
Swiss Ciba company, organizes periodically small con- 
ferences in which informal discussions are held between 
research workers of different disciplines and different 
nationalities, some of the conferences lasting three or 
four days, others only one day. The proceedings of the 
former are published in book form, the Ciba Foundation 
Symposia, and the latter in the Study Group booklet 
series. With rapid printing and distribution of the pro- 
ceedings of both conferences and study groups, the foun- 
dation makes an invaluable contribution to scientific de- 
velopment. Through these publications readers in the 
most distant centers, away from easy reference to the 
latest literature, can feel more closely in touch with 
recent developments and current work and may thus be 
stimulated to make their own contribution in topics of 
international research significance. 


The current Study Group No. 2 volume deals with 
the extraordinarily important subject of the stereospecific- 
ity of microbiological reactions, which was first demon- 
strated by Pasteur in 1858. Nineteen research scientists 
from England, Germany, Switzerland and the United 
States participated in the review and discussion of the 
subject under five different headings. One of the essential 
concepts in cytobiochemistry, that of the enzyme-substrate 


push-button control in 


skin 





burns 
eczemas (infantile, lichenified, etc.) 


supplied: aerosol 
container of 2 oz. 


inflammation, 
itching, 
allergy 
PANTHO-FOAM 


This non-occlusive foam lets the skin ‘‘breathe”’ as it 
“puts out the fire” of inflammation — unlike ordinary ointments. 


Applied directly on affected area, pantho-Foam is today’s 
non-traumatizing way to provide prompt relief and healing in... 


dermatitis (atopic, contact, eczematoid) 
neurodermaititis 

pruritus ani et vulvae 
stasis dermatitis 


u.s. vitamin @ pharmaceutical corp. 
Arlington-Funk Laboratories, division + 250 East 43rd Street, New York 17,.N.Y. 
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complex first presented by Henri in 1902, later applied 
to enzyme kinetics by Michaelis and Menten in 1913, had 
been advanced by Emil Fischer who suggested in 1894 
that enzyme and glycoside must fit each other like a lock 
and its key in order to react with one another. The study 
of the stereospecificity of enzymes has given us, together 
with the use of isotopes, insight into the mechanisms of 
enzyme reactions, the basis for all of life’s processes. 
Pasteur had found a special yeast which ferments the 
ammonium salt of dextrorotatory tartaric acid, but does 
not act upon the levorotatory form of the acid. He pre- 
sented his discovery as “. . . an excellent methcd of pre- 
paring levo-tartaric acid.” One century later McMenamy 
and Oncley (1958) found that while L-triptophan is 
strongly bound to serum albumin, the D-form has less 
than one hundredth the affinity of the L-isomer. These 
and many other exciting facts of current interest are 
discussed by the participants and their verbatim state- 
ments and many illustrations provide an up-to-date un- 
derstanding and information on the subject. This session 
was held in honor of Prof. Dr. V. Prelog, _ _ 


Treatment of Urinary Lithiasis. Compiled and 
edited by Arthur J. Butt, B.S., M.D., F.A.C.S. Pp. 577. 
Illustrated. Price $21.00. Springfield, Ill, Charles C. 
Thomas, Publisher, 1960. 

Here is a text that should be in the library of every 
specialist in urology. Never has this subject been more 
carefully outlined and illustrated in such concise and 
legible form. The author, a Floridian, has chosen 31 re- 
sponsible co-authors to create this authoritative contribu- 
tion to the medical field. Being interested in medical his- 
tory, I carefully scrutinized the first chapter and found it 
to be as exact as history permits. Though the urologist 
should benefit more by reading the text, all medical 
practitioners would do themselves no harm to peruse its 
contents. The script is in large print and scientifically 
written in a simple understanding manner. Photographs 
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of techniques, specimens, x-rays, drawings and charts 
are extremely clear and illustrative. The genitourinary 
stone is attacked from every possible angle and it does not 
have a chance to survive in living tissue with this array 
of experienced and competent investigators and clinicians 
aiming their research and medical and surgical armen- 
taria at it. Though I am in a distant specialty, I enjoyed 
reading every page of this current literature. 

Clifford C. Snyder, M.D. 


The Office Assistant In Medical Practice. By 
Portia M. Frederick and Carol Towner. Ed. 2. Pp. 407. 
Illustrated. Price, $5.25. Philadelphia, W. B. Saunders 
Company, 1960. 

Doctor, have you had to “break in a new girl recent- 
ly?” Or have you wondered how you could improve the 
efficiency of that secretary-nurse you have employed for 
the past five years? If you are a busy man and have this 
added burden, The Office Assistant In Medical Practice 
will be worth its weight in gold to you. This book is 
written from the secretary-nurse’s point of view and in 
language she can easily understand. The authors discuss 
in detail the many facets of the career as medical office 
assistant such as Medical Ethics and Medico-legal Affairs 
—what your assistant must and must not do or say lest 
she ethically or legally entangle you with your colleagues 
or patients; how to receive patients, keep them happy 
while waiting, make them want to “pay cash” and send 
them away with a smile on their face; the art of the 
pleasant and adequate yet succinct telephone conversation; 
the technique of making appointments and keeping the 
office on schedule; the taking and filing of records; the 
essentials of bookkeeping, banking, and insurance forms; 
that ticklish problem of billing and collecting; and her 
duties as your medical assistant—preparing the patient 
for examination, assisting in such procedures as routine 
examinations, pelvic examinations and rectal examinations; 
sterilization techniques and the proper care of instruments 
and syringes. Finally, the authors discuss the general care 
of the office and housekeeping and that very important 
subject—the purchasing of supplies. This reviewer knows 
from personal experience that the busy physician cannot 
find the time to instruct his new assistant in all the varied 
details of office management and frequently must incur 
inconveniences and the threat of a serious mistake on her 
part while she is learning. Here is a book by two well 
qualified instructors that his assistant can understand and 
which will greatly shorten her training period and pre- 
pare her for that unexpected emergency situation the 
physcian forgot to mention. 

William M. Straight, M.D. 


Women and Fatigue. A Woman Doctor's Answer. 
By Dr. Marion Hilliard. Pp. 175. Price, $2.95. Garden 
City, N. Y., Doubleday & Company, Inc., 1960. 

“But, Doctor, why am I so tired?” This was the 
question most frequently asked Dr. Marion Hilliard, 
former chief of obstetrics and gynecology at Women’s 
College Hospital in Toronto. In this book, Dr. Hilliard, 
author of the best selling book, “A Woman Doctor Looks 
at Love and Life,” has again displayed her ability to help 
readers discover the self knowledge which leads to inner 
peace and successful, productive lives. Here she probes 
both the physical and emotional causes of fatigue. She 
points out that each person’s metabolism is different and 
that individual capacities to adapt to environmental 
stresses vary. Even without excessive stress, women are 
naturally subject to certain kinds of fatigue, especially 
during the periods of greatest glandular change—adoles- 
cence, pregnancy, and menopause. Dr. Hilliard also 
clarifies the psychological aspects of fatigue—worry, ten- 
sion, feelings of loneliness or inadequacy, and many 
other contributing factors. Above all, she presents real 
and practical solutions to the problem of fatigue, solutions 
which help every woman to understand her feelings, 
to conquer her tiredness, and to accept her hereditary 
limitations with grace. With this positive approach, the 
book becomes a useful guide to greater health. 
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Obstetrics. By J. P. Greenhill, M.D., F.A.CS., 
F.I.C.S. (Hon.). Ed. 12. Pp. 1098. Illus. 1219 on 903 
figs.. 119 in color. Price, $17.00. Philadelphia, W. B. 
Saunders Company, 1960. 

This beautifully executed volume, from the original 
text of Joseph B. De Lee, M.D., presents an up-to-the- 
minute picture of obstetric practice with practical guid- 
ance for the obstetrician, general physician and medical 
student. In this new completely revised twelfth edition, 
practically all of today’s essential knowledge about ob- 
stetrics may be found. Every aspect of the field is 
covered, from clear description of conception through 
the course of pregnancy and delivery to circumcision of 
the newborn. Effective care at every stage is detailed— 
immediate treatment of unexpected difficulties; preven- 
tion of accident and infection; relief of discomfort; man- 
agement of various disease states concurrent with preg- 
nancy. Over 100 pages are devoted to clear explanation 
of the mechanisms of labor and another 100 pages to 
step-by-step procedures in delivery. Complications and 
pitfalls are well outlined. Dr. Greenhill and his 23 dis- 
tinguished collaborators have bent every effort to include 
definitive information on the many recent advances in 
endocrinologic, nutritional, psychologic and other aspects 
of pregnancy and the puerperium. Every page has been 
rewritten, 162 new illustrations have been added and 
important new data, concepts and techniques have been 
added to the various. sections. 


Diseases of the Skin. By James Marshall, M.D. 
(Lond.). Pp. 952. Illus. 652. Price, $15.00. Edinburgh 
and London, E. & S. Livingstone Ltd., 1960. The Wil- 
liams & Wilkins Co., Baltimore, exclusive U. S. agents. 

An important feature of any book on skin diseases 
is an abundance of photographs to illustrate the very 
nature of the conditions described in the written contents. 
The author has supplied these, though all of them are in 
black and white. Histopathological examination is an 
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asset to most texts, but especially in one of this sort. 
Dr. Marshall describes, when possible, the microscopic 
findings of the lesions in his book. There is an entire 
chapter devoted to local and general therapy including 
the corticosteroids, antibiotics, fungicides, x-ray, dry ice 
and diathermy. Some of the conditions studied are more 
common in other parts of the world than our country, 
but this dees not alter the book. The abstracter recom- 
mends this good text on skin diseases to men in general 
practice and to medical undergraduates. The dermatolo- 
gist would not be benefitted as much because of repeti- 
tion in his education, though there is a bibliography for 
advanced study and reading. 
Clifford C. Snyder, M.D. 


Management of Hypertensive Diseases. By Jo- 
seph C. Edwards, A.B., M.D., F.A.C.P., F.A.C.C. Pp. 439. 
Illustrated. Price $15.00. St. Louis, The C. V. Mosby 
Company, 1960. 

This new, well documented guidebook to the practical 
and clinical management of hypertensive diseases sum- 
marizes the major’ developments in this exciting and fluid 
field and applies these findings in such a way that it be- 
comes a particularly useful guide to individualized thera- 
py. One of the few books written by an experienced and 
presently active clinician and educator, Dr. Joseph C. 
Edwards, this clinically oriented volume defines and dis- 
cusses diagnosis, lists the types of arterial hypertension 
and separates them into those due to known and un- 
known causes. It devotes special attention to treatment, 
especially of the most commonly encountered primary 
idiopathic type of hypertension. Writes Dr. Paul Dudley 
White in the Foreword, “This book by Dr. Edwards pre- 
sents clearly and succinctly the present status of the prob- 
lem of hypertension and its treatment. Important details 
of the use of the potent drugs alone and in combinations 
are included.” Case presentations show the clinical find- 
ings, laboratory data and kind and doses of drugs used 
with actual blood pressure responses shown. 
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For a better way to treat headache, 


prescribe Tranecoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), 5 ? . 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 
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Rudolph Matas. A Biography of one of the great 
pioneers in surgery. By Isidore Cohn, M.D. with Her- 
mann B. Deutsch. Pp. 431. Price, $5.95. Garden City, 
N. Y., Doubleday & Company, Inc., 1960. 

Reading the lives of the great pioneers should be a 
required subject in general education. In Medicine in 
particular, it is often indispensable to know of the lives 
and the works of the great pathfinders in order to under- 
stand how our present knowledge has been achieved. A 
practicing physician who treats diabetic patients without 
having read the history of Banting and Best, and of the 
many who preceded them in the quest for the cause and 
the treatment of diabetes, cannot have a full understand- 
ing of what he is doing and will be less successful than 
those who are fully familiar with the step by step course 
of the events which led to the discovery of insulin. A 
vascular surgeon of today acquires a greater understand- 
ing and respect for his own work after he learns of the 
conditions which led Rudolph Matas to discover the first 
way to treat an aneurysm successfully. 

Being an inveterate reader of biographies, this reviewer 
has enjoyed a real field day with this book. It reads more 
like an historical novel, the difference being that all 
characters and events depicted were real and many are 
still living. Dr. Matas was born at Bonne Carre, 50 twist- 
ing miles north of New Orleans, Sept. 12, 1860 and died in 
New Orleans on Sept. 23, 1957. He was the son of a 
Catalonian physician-adventurer who made a fortune in 
shady deals during the Civil War and went back to Spain 
with his wife and little boy at the end of the war. He 
later lived in Paris for some time, and when the money 
was gone, the family returned to New Orleans. Soon 
after the birth of a sister the parents separated, the ad- 
venturous father going away in search of new fortunes. 

The boy had mastery of Spanish, Catalonian and 
French as well as his native English, and an inquiring 
mind together with a photographic memory. He became 
a brilliant student and in 1879 was sent to Havana as a 
member of the first Yellow Fever Commission of the 
National Board of Health to investigate the etiology of 
the terrible epidemics of yellow fever which every summer 
ravaged New Orleans and other Gulf ports and was en- 
demic in Havana. Young Matas had become adept at 
photography and at handling the microscope specially 
built for this mission by Karl Zeiss, in Jena, at that 
time the world’s foremost lens maker. The trip was a 
failure; the cause and mode of transmission of yellow 
fever were not found then. 

While in Havana Matas became very friendly with 
the corresponding secretary of the Cuban Academy of 
Medicine, a tall, angular, stoop-shouldered physician, 
peering near-sightedly through gold-rimmed spectacles, 
Dr. Juan Carlos Finlay, who had been appointed a mem- 
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ber of a local auxiliary commission. As a parting gift 
Matas gave Dr. Finlay a complete set of the many photo- 
graphs and microphotographs of patients and their tis- 
sues which the Commission had studied during the fruit- 
less search. Within two years after the Commission’s 
departure from Havana, Finlay declared on the basis of 
experiments undertaken after a close study of these 
photomicrographs that the dread disease was spread by 
the sting of the female Culex mosquito. Although practi- 
cally no one in the United States or Havana or e!sewhere 
would pay the least attention to him, Finlay’s papers 
were dutifully translated and published in the New Or- 
leans Medical and Surgical Journal by his friend Rudolph 
Matas, who was its editor for many years. 

Two decades of fever epidemics were to pass before 
a second United States Commission would put the Mos- 
quito Maniac’s theory to the definitive test. Ever since 
that time the Cubans, who were the first to scoff at El 
Loco de los Mosquitos, have sought—and not always suc- 
cessfully—to counteract the impression that the discoverer 
of the mosquito’s role in disseminating yellow fever wa’ 
a North American named Walter Reed. Many years later, 
in 1941, and in recognition of being the world’s first, 
foremost, and most consistent defender of Finlayism, 
Rudolph Matas received from Cuba’s president the first 
award of the Finlay Medal. 

The book covers, with an amazing amount of historical 
minutious detail, the life of Narciso H. Matas, the father 
of the biographee, his brilliant career as a physician- 
ophthalmologist and seeker of the pot-of-gold, his unhappy 
marriage and his deep devotion to his even more brilliant 
son, expressed in numerous father-son correspondence. 
The friendship of Rudolph with Lafcadio Hearn, the 
famous poet and foremost “beatnick” of the nineteenth 
century; the one and only romance in the life of Dr. 
Matas and his patient wait of many years before he could 
marry the woman he loved, who had been abandoned by 
a first husband, are all part of the drama. Being Catholics, 
his mother would never have consented to see her son 
married to a divorcee. So they waited until the death of 
the first husband released her. This resulted in a most 
devoted and happy marriage marred only by the loss 
at birth of their only son. 

The well over 400 pages of the book are filled with 
pathos, romance, history. In fact, if any criticism can 
be made against the authors, it is that their main charac- 
ter becomes almost obscured by the profusion of other 
very important characters with their detailed biographies 
and by so many details about the historical incidents that 
accompanied the life of Matas. It could almost be said 
that the book could have been entitled ““New Orleans and 
Yellow Fever.” Just the same, it is an absorbing book, 
enormously interesting and illuminating. 

CPL. 
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